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. ..a new kind of diagnostic help for the doctor! 
Sunderman & Boerner’s Normal Values 


You (and every doctor) have always wanted a quick-reference book that would give you all 
normal clinical values. Here it is! This brand new book lists every standard value that can 
conceivably be of use to the family physician, pathclogist, surgeon, internist, or anyone concerned 
with the measurements and functioning of the human body. Here are just a few of the norms 
you get: 


the electrocardiogram blood elements the cerebrospinal fluid 
blood pressure vital capacity renal function 
sedimentation rate liver function the urine 

circulation time the encephalogram seminal fluid 


You also get normal anatomical measurements for all parts of the body, data on the teeth and 
saliva, and many useful miscellaneous facts on food values, drugs and their dosages, life expectancy 
at various ages, etc. Much of the information is presented in carefully prepared tables that enable 
you to find at a glance the data you are looking for. In short, this is one of those rare books 
that you will use every day—many times a day! And it will NOT get out of date! 

By F. William Sunderman, M.D., Ph.D., Professor of Experimental Medicine and Clinical Pathology, 
University of Texas Postgraduate School of Medicine; and Frederick Boerner, V.M.D., Late Asso- 
ciate Professor of Clinical Bacteriology, Graduate School of Medicine, University of Pennsylvania. 
845 pages, illustrated. $14.00 


SEND ORDERS TO 


J. A. MAJORS COMPANY 


New Orleans 12 Dallas 1 Atlanta 3 
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INew! SECOND EDITION 


UROLOGICAL 
SURGERY 


By AUSTIN INGRAM DODSON, M.D., F. A cS. 
Richmond, Virginia 


Professor of Urology, Medical College of Virginia; Urologist to the 
Hospital Division, Medical College of Virginia; Urologist to Crippled 


Children’s Hospital; etc. 


WITH CONTRIBUTIONS BY 


Randal A. Boyer, M.D. 

Douglas G. Chapman, M.D., F.A.C.P. 
Fred M. Hodges, M.D., F.A.C.P. 

Guy Winston Horsley, M.D., F.A.CS. 
T. Leon Howard, M.D., F.A.C.S. 
Linwood D. Keyser, M.D., F.A.CS. 


856 Pages 645 Illustrations 


Of the first edition, it was said: 


Robert B. McIver, M.D., F.A.C.S. 
Charles M. Nelson, M.D. 

Williams E. Pembleton, M.D. 
George C. Prather, M.D., F.A.C.S. 
James H. Semans, M.D., F.A.C.S. 
Lawrence O. Snead, M. D., F.A.C.R. 


PRICE, $13.50 


“The surgical judgment is sound with a full appreciation of the value of preoperative diagnosis, 
proper surgical technique and successful postoperative care. 
“This is a most practical book and is the product of many years of personal observation and 


experience and can be highly recommended.” 


Now comes the Second Edition of this practical, clinical 
work—covering not only surgical treatment, but diag- 
nosis and pathology as well. It stems from the personal 
experience of the author, with the assistance of twelve 
well-qualified collaborators in certain special subjects. 
It is a book of clinical operative urological surgery in 
which the most acceptable methods of procedure are 
clearly described. In the description of the various 
operations, the methods of approach, incisions, etc. are 
fully explained; many suggestions are given for over- 
coming difficulties, and alternative procedures are 
usually presented. 


Changes in the Second Edition are: 


Some of the original collaborators have been replaced 
by new contributors. 

Additions have been made in the Chapter entitled 
“Surgical Approach to the Ureters; Incisions for 
Operations on Ureters” to include the operation de- 


The C. V. Mosby Co., 
3207 Washington Blvd., St. Louis 3, Mo. 


—Medical Society of New Jersey 


vised by Dr. Fred Foley for exposure of the upper 
portion of the ureter; and 

In the Chapter entitled “Ureteroureterostomy; Ure- 
terocystostomy; Ureterostomy, External; Ureterosig- 
moidostomy” to include the author’s methods of 
ureterocutaneous and ureterovesical anastomosis. 

In the discussion of the carcinoma of the bladder, 
many new illustrations have been added illustrating 
the technique of more radical surgery. 

In the chapter on The Prostate Gland, the operation 
for retropubic removal of the prostate has been added 
and more emphasis is given radical surgery in the 
treatment of prostatic malignancy. 

Additional operative procedures have been added in 
the treatment of hypospadias. 


The illustrations throughout are above the average—all 
particularly appropriate in depicting the condition to 
which they refer. 


SMJ 2-50 


Please send me Dodson’s UROLOGICAL SURGERY. Second Edition. The Price is $13.50. 


—__—Enclosed find check. 
Name 


_____Charge my account. 


Address 
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after tonsillectomy... 

the chewing of Aspergum, before 
mealtime, effectively relieves pain, 
lessens muscle spasm, contributes to 
patient comfort. 


DILLARD'S 


SALIVARY ANALGESIA 


Contains 32 grains of 

aspirin in a pleasantly 
flavored chewing gum base— 
particularly suitable for 
administering aspirin to children 
and to patients who have 
difficulty swallowing tablets. 
Ethically promoted. 


Aspergum is available 
at all prescription 
pharmacies in WHITE LABORATORIES, INC., 

bottles of 36 and 250, 
packages of 16. Pharmaceutical Manufacturers, 


Newark 7, N. J. 
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Signs and Symptoms: 


Their Clinical Interpretation 


edited by Cyril M. MacBryde, M.D., F.A.C.P. Assistant Professor of Clinical Medicine, 
Washington University School of Medicine; Assistant Physician, Barnes Hospital, St. Louis, Mo. 


An informative book on applied clinical pathological physiology that gives the basis for 
analysis and interpretation of signs and symptoms. 

The mechanism of each major sign and symptom is clarified by showing how 
anatomy, pathology, physiology, chemistry and psychology are related to its production, 


its manifestations and variations. 


“,.. altogether one of the most instructive books available for either specialists or 
general practitioners. . .. Here in concentrated form is graduate education of high quality. ; 


The illustrations are excellent and adequately supplement the text .. .” 


—JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 


Ist Edition, 1947. Now in its 3rd Printing. 439 Pages. 74 Illustrations, 12 in Color. $12.00 


J. B. LIPPINCOTT COMPANY, E. Washington Square, Philadelphia 5, Pa. 


Please enter my order and send me: 


0 MacBryde, SIGNS AND SYMPTOMS, $12.00 Lippincott 


| 
| 
| 
| 
Name 0 Cash enclosed 
| 
| 


Address 


City, Zone, State (0 Charge my account 
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The famous English poet, Algernon Charles Swinburne, who began to show 
signs of epilepsy at the age of 25, is a prominent example that despite epilepsy 
a@ man may develop to true greatness. 


Comparative studies have shown that in some cases better control of grand 
mal as well as petit mal seizures can be obtained with Mebaral than with 
corresponding doses of other antiepileptic drugs. Mebaral produces tranquillity 
with little or no drowsiness. It is particularly desirable not only in epilepsy 
but also in the management of anxiety states and other neuroses. The fact 
that Mebaral is almost tasteless simplifies its administration to children. 
Average dose for children 2 to 3 grains, adults 3 to 6 grains daily. Tablets 
Y2, 1¥2 and 3 grains. 


4 
* 
“3 Brand of Mephobarbital 
INC. « NEW. YORK-13, N.Y. WINDSOR, ONT. 
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New This Month! 


Jolliffe, Tisdall and Cannon’s 
CLINICAL NUTRITION 


A Practical, Complete and Authoritative 


Guide 


Wrote This Helpful Book 


Charles H. Best 
Paul R. Cannon 

S. W. Clausen 
George M. Curtis 
William J. Carby 
James A. Dauphinee 
Robert Elman 

R. F. Farquharson 
M. Been Fertmon 
Ross Golden 

Grace A. Goldsmith 
Robert S. Goodhart 
Edgar S. Gordon 
Elizabeth Innes 
James Innes 

Norman Jolliffe 
Edgar Jones 

Ancel Keys 


R. Levine 

Colin C. Lucas 
Carl V. Moore 

L. H. Newburgh 
Edwards A. Park 
Herbert Pollack 
H. R. Sandstead 
N. G. Schneeberg 
W. H. Sebrell 
Maurice E. Shils 
|. Snapper 
Samuel Soskin 
Tom D. Spies 

F. F. Tisdall 

E. D. Warner 
Russell M. Wilder 
Ray D. Williams 
Michael G. Wohl 


ORDER TODAY! 


PAUL B. HOEBER, INC. 
Medical Book Department of Harper & Brothers 


to Nutrition and Diet 
36 Authorities ———— 


ODERN KNOWLEDGE of nutrition has moved 
! beyond the era of “shotgun” vitamin therapy. This 
eminently clinical guidebook will help you apply today’s 
factual information in daily practice. 


COMPLETE IN EVERY RESPECT 


Bie, Folic Acid, protein hydrolysates and other nutritive ele- 
ments in the limelight today are clarified; water balance and salt 
depletion are authoritatively explained. 


Clear, usable tables give normal nutritional requirements. Diets 
are supplied for scores of diseases. The needs of infants, children, 
the aged, the pregnant woman, etc., are all covered. 


Obesity is explained in terms of patients seen in practice. 
Precise instructions, including specific diets, tell how to reduce 
properly. 

The authors show clearly how to recognize every type of 
nutritional disorder. X-ray findings suggesting deficiencies are 
graphically explained. Sixty-one natural color photographs help 
you recognize the signs of deficiency diseases. 


The Food and Nutrition Board of the National Research 
Council had this practical book prepared for the busy practitioner. 
Edited by NorMAN JoLLIFFE, M.D., F. F. TispaALL, M.p., and Pau 
R. Cannon, M.D., Foreword by Russert M. WILpER, M.D.; over 
900 pp., over 60 color plates, tables and charts, $12.00. NEW 


49 East 33rd Street, New York 16, N.Y. 


SMJ 250 


Send me a copy of Jolliffe, Tisdall, and Cannon’s CLINICAL NUTRITION immediately 
on publication and charge my account twelve dollars. If I am not completely satisfied 
with this new book, I will return it without further obligation. 


ON APPROVAL! 
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Patient under Treatment 
FOR URINARY 


TRACT INFECTION 


Prompt and effective relief from distressing symptoms of urinary tract 
infections often can be achieved through the action of orally administered Pyridium. 
The analgesic action of Pyridium is entirely local, reducing the urinary frequency 
and pain and burning on urination, without systemic sedation or narcotic action. 
Pyridium is virtually nontoxic in therapeutic dosage and can be administered 
concomitantly with streptomycin, penicillin, the sulfonamides, or other specific therapy. 


The complete story of 
Pyridium and its 
clinical uses is avail- 
able upon request. 


the trade-mark of the Pyridium Corpo- 
HCL. Merck & ‘Co. Inc. sole distributor in the 


(Brand of Phenylazo-diamino-pyridine HCl) 


MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 
In Canada: Merck & Co. Limited — Montreal, Que. 
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“A safe and effective drug to use in 


controlling weight gain 
pre £ Nancy ” Coopersmith, B.1.: Dexedrine and Weight Control in Pregnancy, Am. J. Obst. & Gynec. (Oct.) 1949 


Coopersmith reports the successful use of ‘Dexedrine’ Sulfate Tablets for 


weight control in a series of 100 obstetric patients. Because ‘Dexedrine’ 


curbed appetite and thus enabled these patients to follow their prescribed diets, 
control or reduction of weight was achieved in virtually all cases. 
It is noteworthy that other methods, including the use of thyroid, had pre- 
viously failed to prevent excessive weight gain in these same individuals. 
“Thyroid”, Coopersmith states, “increases the appetite . . . and is toxic in 
“Dexedrine Sulfate”, the report concludes, “is a safe 


and effective drug to use in controlling weight gain during pregnancy.” 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine* Sulfate tablets ¢ elixir 


for control of appetite in weight reduction 


°T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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| «THE SUCCESS | of salicylate therapy in rheumatic affection =r 
has been shown by authoritative reports®** to depend largely a : or, 
the maintenance of really adequate blood levels . . . frequently . oe 
a difficult achievement under usual salicylate administration, A et 
Pabalate supplies not only salicylate, but also a “booster” “ 8 


Proc. 


in the form of the antirheumatic para-aminobenzoic acid,’ whid 
acts to increase blood levels of salicylate.':”*-* In turn, the 
salicylate increases the blood concentration of the 
para-aminobenzoic acid.” Enteric coating helps Pabalate prevet 
gastric irritation, insures optimal toleration. 

Successful clinical results, contingent on adequate blood level, 
can thus be achieved better, more dependably, with Pabalal... 


the “new word for salicylate” in therapy of rheumatic affection: 


A. H. ROBINS COMPANY, INC. + RICHMOND 20, VA. 4 
Ethical Pharmaceuticals of Merit since 1878 
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for adult patients with rheumatoid arthritis, 
acute rheumatic fever, fibrositis, gout and 
osteo-arthritis. Liquid Pabalate—for treatment 
of acute rheumatic fever or other rheumatic 
diseases in children and as a replacement 

for tablet salicylate medication; or for 

adults who prefer a liquid dosage form. 


SEE Average adult dose: two 
tablets or teaspoonfuls, three or four times daily. 
Dosage should be adjusted upward if 

necessary. For children, dosage is proportional 
to age and severity of condition. 


Each enteric-coated tablet 

or each teaspoonful contains Sodium Salicylate, 
U.S.P (5 grs.) 0.3 Gm.; Para-aminobenzoic Acid 
{as the sodium salt) (5 grs.) 0.3 Gm. 


Pabalate Tablets in bottles 
of 100 and 500. Liquid Pabalate in 
bottles of 1 pint. 


REFERENCES: 


. Belisle, M.: Union Med. Canada, 77:392, 1948 
. Dry, T. J. et al.: Proc. Staff Meetings 
Mayo Clinic, 21:497, 1946 
. Editorial: J.A.M.A., 138:367, 1948 
Muratore, F. and Pugignano, T.: Bull. Soc. Ital. Biol. 
Sper., 24:269, 1948 
Parker, W. A.: Quart. J. Med., 17:229, 1948 
Reid, J.: Quart. J. Med., 17:139, 1948 
Rosenblum, H. and Fraser, L. E.: 
Proc. Soc. Exper. Biol. and Med., 65:178, 1947 


Para-aminobenroic acid increases 
blood levels of concurrently adminis- 
tered salicylate.’ 
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for prompt relief of pain in: 


Edrisal is remarkably effective. This is because it is 

the only analgesic preparation that contains 
‘Benzedrine’ Sulfate, the rational anti-depressant. 
Edrisal, therefore, not only relieves the pain itself — 
but also—by lifting your patient’s mood— 

lessens his concern with his pain. Best results are 
usually obtained with a dosage of two Edrisal Tablets— 
repeated every three hours, if necessary. 


Smith, Kline & French Laboratories, Philadelphia 


Each Edrisal* tablet contains a 
Benzedrine* Sulfate (racemic 
amphetamine sulfate, S.K.F.), 
2.5 mg.; acetylsalicylic acid, 
2.5 gr.; and phenacetin, 2.5 gr. 
Available on prescription only. 


its dual action relieves pain, lifts mood 


* Benzedrine’ and ‘Edrisal’ T.M. Reg. U.S. Pat. Off. 
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from billion®™ 
to nothing 


Billions.of organisms inhabiting the normal intestinal tract can be completely elimi- 
nated in about five days with THALaMypD,® the new enteric sulfonamide.’ This ability 
of THALAMYD to sterilize the gut has great significance in the preoperative prepara- 
tion of patients for elective intestinal surgery as the drug is not absorbed into the 
blood stream in appreciable amounts. It is, therefore, nontoxic. 


In specific dysenteries caused by Shigella and other susceptible pathogens, THALAMYD 
is also powerfully antibacterial, acting against organisms within the bowel wall. 


In chronic ulcerative colitis, THALAMYD is indicated for eliminating dary 
bacterial invaders which often prevent or delay healing.” 


HALAMYD 


(Phthalylsulfacetimide) 


Tuatamyp Tablets containing 0.5 Gm. (7.7 gr.) of phthalylsulfacetimide per tablet. 
Bottles of 100 and 1000 tablets. 


8 Henderson, E., and Seneca, H.: Am. J. Digest. Dis. 16:372, 1949. 
(2) Heineken, T. 3, and Seneca, H.: Rev. Gastroenterol. 15:611, 1948. 


CORPORATION - BLOOMFIELD, NEW JERSEY 
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for 
peptic ulcer 


mucoprotective acid-adsorbent 


RESIN —Resmicon’s ion-exchange polyamine resin 
physically adsorbs HCI and pepsin in the stomach 


and releases them in the alkaline intestine—a process 
so compatible with natural physiology that Resmicon 
is free from distressing side effects. 


MUCIN—Resmicon’s purified natural gastric mucin 
coats the mucosa with a tough, tenacious film that 
protects the ulcerated area. This shield against further 
irritation facilitates natural healing. 


RESMICON — the union of resin and mucin in 
a single tablet—is unprecedentedly effective in 
the treatment of peptic ulcer. 


RESMICON TABLETS: anion exchange polyamine resin, 500 mg.; 
gastric mucin, 170 mg. Supplied in bottles of 84 tablets. 


LABORATORIES 


Division Nutrition Research Laboratories + Chicago 30, Illinois 
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TIME FOR LOZENGES 


For throat irritations ‘Thantis’* Lozenges provide 
effective relief. ‘Thantis’ Lozenges are especially bene- 
ficial in soothing these conditions because they are both 
antiseptic and anesthetic for mucous membranes of the 
throat and mouth. These effects are due to the two active 
medicinal agents, ‘Merodicein’* an antiseptic of low 
toxicity, and Saligenin, a mild local anesthetic. When 
‘Thantis’ Lozenges are dissolved in the mouth, the two 
ingredients dissolve slowly, providing prolonged medi- 
cation of the throat. 


Each lozenge contains ‘Merodicein’ (H. W. & D. 
brand of monohydroxymercuridiiodoresorcinsulfon- 
phthalein-sodium) ! grain, Saligenin (orthohydroxy- 
benzyl-alcohol, H. W. & D.) 1 grain. 


Supplied in vials of 12 lozenges in individual 
cartons packed in dozens. 


*Reg. U.S. Par. Off. 


HYNSON, WESTCOTT & DUNNING, INC, 


BALTIMORE, MARYLAND 
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THE UPJOHN COMPANY 


KALAMAZOO 9) 


SOUTHERN MEDICAL JOURNAL February 193 


10 left tibiae of 10 Leghorn chicks 


Biological determination of the antirachitic activ- 
ity of vitamin D from different sources is another 
method of assay which Upjohn research workers 
helped to develop and perfect. Leghorn chicks in 
groups of ten were fed basal diets with vitamin D 
supplements from such sources as cod liver oil, 
tuna liver oil, albacore liver oil. Bone ash deter- 
minations upon the pooled left tibiae of each 
group indicated the efficacy of vitamin D from 
these sources. 


In the development of vitamin assay methods, as 
in other fundamental investigations contributing 
to further knowledge of the structure, function, 
and clinical use of these dietary essentials, Upjohn 
research workers have collaborated with investi- 
gators elsewhere to advance the science of nutri- 
tion during the past half-century. 


And through these efforts Upjohn is able to supply 
prescription vitamins in a full range of potencies 
and formulas to meet every need of medical and 
surgical practice. 


Upjohn 


inthe service of the profession of medicine 


MICHIGAN 
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YOU KNOW HIM WELL... 


the patient past 40, presenting a vague syndrome 
of epigastric distress, annoying dyspepsia, flatu- 
lence and chronic constipation. 


In a great many of these patients, a mild disturbance of the 
biliary tract is the cause of this syndrome. By virtue of the 
correlated actions of CHOBILE, the disturbed biliary mecha- 
nism may be quickly restored to full competency . . . together 
with a marked improvement in the patient's well-being and 
working efficiency. 


CHOBILE supplies the active principles of natural bile to 
improve digestion plus Ketocholanic Acids to flush the biliary 
passages with a copious flow of low-viscosity bile. Thus, 
CHOBILE accomplishes true bile salt replacement to improve 


the functions of the alimentary tract plus non-surgical drain- 


age of the biliary tree to overcome biliary stasis. 


Each CHOBILE Tabule contains: Cholic Acid (con- 
jugated as sodium glycocholate and sodium tau- 
rocholate) 1% grains; Ketocholanic Acids 11% 
grains. Supplied in bottles of 100, 500, 1000. 


Literature and samples on request. 
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PRESCRIBED FOR MORE THAN 7 VEARS 


IRWIN, NEISLER & COMPANY. DECATUR, ILLINOIS 
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For convenience in prescribing, 
SOLTABS has been adopted as the new line name for 
C.S.C. Soluble Tablets including Crystalline Penicillin 
G Potassium. When you use the name Soltabs on your 
penicillin prescription you are assured of your patients’ 
receiving the finest in penicillin soluble tablets. 
Soltabs penicillin are widely used in pediatrics for 
oral administration of penicillin dissolved in the milk 
formula or in water. Also applicable in aerosol in- 
halation therapy where they greatly simplify dosage 
calculation and preparation of solutions for adminis- 
tration. 


Soltabs Crystalline Penicillin G Potassium-C.S.C. 


are supplied in boxes of 24 tablets, each containing 
50,000 units or 100,000 units per tablet, each tablet 
individually sealed in foil. 


CSO 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION 
17 EAST 42ND STREET, NEW YORK 17, NEW YORK 


February 199 


CRYSTALLINE PENICILLIN G POTASSIUM 
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TABLETS 
DIETHYL- 
STILBESTROL 


the family syndrome 
in menopause 


The upset family 

of the menopausal woman 
frequently presents a greater problem 
than the patient’s condition. 

The varying aspects 

of the menopausal syndrome 
usually require more 

than one approach. 

However, the usefulness, 
convenience, and economy of 
Diethylstilbestrol, Lilly, 

warrant its selection for most cases. 
Often its estrogen-replacement effect 
isall that is needed tocalm the patient 


—and the family, too. 


Y 


Detailed information and literature 
on DIETHYLSTILBESTROL PRODUCTS, 
Litty, are supplied through your 
M.S.R.* 


*M.S.R.—Lilly Medical SERVICE Rep 
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penicillin 


powder 


inhalation 


as easy as... 


Inhale—remove—exhale. That's clinically-proved penicillin powder inhalation 

with the Aerohalor, the handy, pocket-sized device the patient smokes like a pipe. 

The Aerohalor has separate, easily-interchanged attachments for oral or nasal inhalation. 
Its tap-sift action permits only a small amount of powder to be inhaled with each 
inspiration. And its wide mouthpiece provides optimum conditions for an open 

airway on through the mouth. @ Your pharmacist can supply the Aerohalor, boxed 

singly, and—in quantity needed—disposable Aerohalor* Cartridges, each containing 
100,000 units of finely divided crystalline penicillin G potassium, stable at room temperature. 
Investigate the Aerohalor soon. First step? Write for literature. 


ABBOTT LABORATORIES, North Chicago, Illinois. 


1. Krasno, L. R., and Rhoads, P. S. 


(1949), The Inhalation of Penicillin 
Its pele in the ® 

ianagement of Respiratory 
Infections, Amer. Prac., 11:649, July. Ae roha lor 


*Trade Mark for Abbott Sifter 
Cartridge. Aerohalor and Aerohalor 


Cartri in U.S. ’ 
(Abbott's Powder Inhaler) 
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E REO YL Sulfamerazine ----+. 


FOR SAFE SULFONAMIDE THERAPY 


SOUTHERN MEDICAL JOURNAL February 193 


Sulfadiazine 


Sulfamethazine -..-:-:. 


| Low Renal Toxicity 


Sulfadiazine: 
Blockage frequent 


TERFONYL: 
Sulfamerazine: Sulfamethazine: Blockage does not occur 
Blockage frequent Blockage rare with therapeutic doses 


With usual doses of Terfonyl the danger of 
kidney blockage is virtually eliminated. Each 
of the three components is dissolved in body 
fluids and excreted by the kidneys as though 
it were present alone. The solubility of Ter- 
fonyl is an important safety factor. 


Terfonyl contains equal parts of sulfadiazine, 
sulfamerazine and sulfamethazine. chosen for 
their high effectiveness and low toxicity. 


Terfonyl Tablets, 0.5 Gm. Bottles of roo and tooo 
Terfonyl Suspension, 0.5 Gm. per 5 cc. 
Appetizing raspberry flavor + Pint and gallon bottles 


SQUIBB manuracturinc CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


RFONYL’ IS A TRADFMARK OF R. SQUIBB & SON 
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Priscoline 


A potent vasodilator 
. effective by mouth... 


Priscoline hydrochloride “has a definite place in the armamentarium of drugs... 
particularly in the field of peripheral vascular disease, or for conditions of visceral 
pain due to vascular spasm. Presumably the drug can be used to a great advan- 
tage in those cases in which sympathectomy would be advantageous. . . . It can 
also be used as a substitute for paravertebral sympathetic block.” 

“Priscoline per se appeared to slow down progression of the disease and pro- 
duce symptomatic benefits in 88 per cent of 25 patients with early proliferative 
and degenerative arthritis involving peripheral joints.” 

In doses of 25 to 75 mg., administered either orally or parenterally, Priscoline 
“usually is tolerated with few side effects.” 


Comprehensive literature on request. 


1. Rogers, Max P.: J.A.M.A., May 21, 1949 
2. Wyatt, Bernard L.: Ann. West. Med. & Surg., Aug. 1949 
3. Grimson, Marzoni, Reardon & Hendrix: Ann. Surg., 127:5, May 1948 


PRISCOLINE, Tablets of 25 mg.; 10 cc. Multiple-dose Vials, each cc. containing 25 mg. 


a 
Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
PRISCOLINE (brand of benzazoline) Trade Mark Reg. U.S. Pat. Off. 2/1567 
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NON-SURGICAL TREATMENT 


ALAC PO 


Gastroenterologists have long endorsed the use 
of milk, when practicable, for its ideal acid-con- 
verting power and buffering capacity.':? In 
a recent comprehensive paper, Aaron® and 
others* 5 express a preference for calcium 
carbonate as the antacid to be employed. 
TITRALAC, by combining proper proportions of 
purified calcium carbonate and the amino acid 
glycine, provides an acid-converting and buffer- 
ing effect practically equivalent to that of fresh 
milk, as shown in the above chart.* Just 1 
TITRALAC tablet is equivalent to an 8-ounce 
glass of milk in antacid effect and provides 
quick and long-lasting relief from the distress- 
ing symptoms of hyperacidity. 

The very agreeable taste of soft-massed TITRALAC 
tablets, which is achieved without employing 
taste-disguising, acid-generating sugars in the 


AUKALINE 
PTITRATION 500 cc. of milk 
CURVES oume 
TITRALAG 
DOF TITRALAC, (one tablet 
4 
Alumina type 
3 of antacid 
{one tablet) 


Time in minutes 


ULCER 


N/10 HCI 


30 36 42 48 54 60 


formula, makes them as acceptable to patients 
as an after-dinner mint. Prescribing TrTRALAC 
eliminates the probability of unfavorable reac- 
tions often associated with the taking of me- 
tallic-tasting, astringent tablets or liquids, and 
ensures adherence to the prescribed dosage. 


TITRALAC tablets are supplied in bottles of 100 
and convenient-to-carry packages of 40. 
TITRALAC powder is also available, in 4-oz. jars. 


REFERENCES 

1. Rossett, N. E., and Flexner, J.: Ann. Int. Med. 18: 193 
(1944). 2. Freezer, C. R. E.; Gibson, C. S., and Matthews, 
E.: Guy’s Hosp. Reports 78: 191 (1928). 3. Aaron, A. H.; 
Lipp, W. F., and Milch, E.: J. A. M. A. 139: 514 (Feb. 19) 
1949. 4. Kirsner, J. B., and Palmer, W. L.: Illinois M. J. 
94: 357 ( Dec.) 1948. 5. Kimball, S.: in Practice of Medicine 
(Tice). Hagerstown, Md., W. F. Prior Company, Inc., 1948; 
p. 210. 6. Special Article: M. Times 76: 10 ( Jan.) 1948. 


°The formula of trrRALac is one whose composition and 
mode of action are recognized by U.S. Patent No. 2,429,596. 


Samples and literature to physicians upon request. 


SCHENLEY LABORATORIES, INC., 350 FIFTH AVENUE, NEW YORK 1, N. ¥. 


©Schenley Laboratories, Inc. 


February 19% 
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New irradiation process 


eliminates danger of 
Homologous Serum Hepatitis 


Infusion Without Risk 

Ultraviolet irradiation of plasma destroys certain 
viral contaminants that may cause homologous serum 
hepatitis in about 4.5% of patients. You may there- 
fore administer irradiated Lyovac plasma without risk 
of serum hepatitis as a result of the infusion. 


Stable, Portable 


Stable without refrigeration, Lrovac Normal Human 
Plasma (Irradiated) is prepared according to regu- 
lations of the National Institute of Health. The plasma 
is pooled, flash-frozen, dehydrated from the frozen 
state under high vacuum (the lyophile process) and 
sealed under vacuum. 


LYOVAC 


Normal Human PLASMA IRRADIATED 


SOUTHERN MEDICAL JOURNAL 


IRRADIATED 


means 


Virus-free 
Plasma! 


Convenient 

A blood substitute of choice for treatment of shock, 
fractures, severe burns, and hypoproteinemia, ir- 
radiated Lyovac plasma is quickly restored, and each 
isotonic unit is osmotically equal to two units of 
whole blood. 


Gamma Globulin, 660 mg./100 ce. 
Lyovac Plasma (Irradiated) is supplied desiccated in 
vacuum bottles to yield 50 cc., 250 cc., and 500 cc. 
of irradiated, virus-free normal human plasma (660 
mg. of gamma globulin per 100 cc.), or smaller 
quantities of hypertonic plasma for special purposes. 
Sharp & Dohme, Philadelphia 1, Pa. 
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for the correction of 
habitual and “atonic” constipation 


Cholmodin 


(Brand) 


Tablets are specific—and specifically bland. These desirably 
paired qualities reflect the special combination in Choliodin of 
deoxycholic (bile) acid with a small amount of extract of aloe. 


The deoxycholic acid stimulates peristalsis of the small intes- 
tine. In addition its high surface activity facilitates wide dis- 
tribution in the colon of the specific stimulant, emodin—derived 
from hydrolysis of aloe. This reduces the aloe dosage needed 
and ensures bland corrective action, usually resulting in a soft 
and formed stool without dehydration. 


Cholmodin (Brand) Tablets are notably free of griping effect. 
They do not contain belladonna or carminatives. The product is 
generally indicated for all types of patients with uncomplicated 
chronic constipation. 


Cholmodin Each tablet contains 14 ger. (0.1 Gm.) 
deoxycholic acid and ? gr. (0.05 Gm.) extract of aloe. 
Bottles of 50 and 500 tablets. 


CHOLMODIN, Trademark Reg. U. S. Pat. Off. 


MES COMPANY, INC. 


ELKHART, INDIANA 


February 1959 
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“The best inhaler they have ever used!” 


= 


So much better that we have 


discontinued “Benzedrine’ Inhaler 


Physicians tell us that they and their patients find 
BENZEDREX INHALER the best inhaler they have ever used. 
The active ingredient of BENZEDREX INHALER is 
1-cyclohexyl-2-methylaminopropane, 

anew S.K.F. compound. It has exactly the same 

agreeable odor as Benzedrine*, gives even 

more effective and prolonged shrinkage, 

and does NOT produce excitation or wakefulness. 

We are sure you will find that BENZEDREX INHALER is 


the best volatile vasoconstrictor you have ever used. 


Smith, Kline & French Laboratories, Philadelphia 


Each BenzeprRex INHALER is packed with 1-cyclohexyl-2- 


methylaminopropane, S.K.F., 250 mg.; and aromatics. 


*Benzedrine’ (racemic amphetamine, S.K.F.) and ‘Benzedrex’ 


T.M. Reg. U.S. Pat. Off. 
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for the patient 


Pantopon—whole opium in 
purified form—combines the 
alkaloids of opium to provide a 
smooth, balanced analgesic effect. The 
presence of all the opium alkaloids 
tends to reduce the incidence and 
intensity of side reactions. Pantopon, 
available in four convenient forms, 
is applicable in almost any case 
where severe pain is a problem: 
ampuls, hypodermic tablets, 


oral tablets and powder. 


HOFFMANN-LA ROCHE INC, * NUTLEY 10 «¢ N, J, 


Pantopon’ 


February 1959 
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MANAGEMENT OF SPASTIC STATES 
WITH PAVATRINE WITH PHENOBARBITAL 


v 


| 

9 \\ 

Greater 


splanchnic 
Superior mesen. \ & SPHINCTER | 


and plexus S OF ODDI 


Aortic plexus 
ond lumbar 
enteric ganglion SPASM OF 
| LARGE AND 

BLADDER | 
SPASM OF 


UTERUS 


Combining musculotropic and neurotropic spasmolysis with central nervous 


system sedation. Pavatrine® with Phenobarbital is highly effective in the 
management of spastic states. 


RESEARCH IN THE SERVICE OF MEDICINE ME ae 


1950 25 
: 
A 
i 


SOUTHERN MEDICAL JOURNAL February 1959 


100 
TABLETS 
Quinidine 

Sulfate 
Natural 
(Davies, Rose) 

0.2 Gram 
(approx. 3 grains) 
Athaloidally standardized 


DAVIES, ROSE CO, 
Boston, Mass. 302 
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/ complete topical 
/ treatment 
/ for middle 


and external 
ear infections 


1. High Antibacterial Potency—high con- 
centration of sulfa-urea at site of infection. 


2. Chemical Debridement—infection site 
rapidly cleansed—odors reduced, and 


waste material removed. 


3. Analgesic and Antipruritic—pain and 
itching relieved by chlorobutanol. 


4. Fungicidal Action—common fungous 
pathogens inhibited. 


5. Hygroscopic—excess moisture absorbed, 
decongestive action. 


White’s Otomide is a stable solution of 
5% Sulfanilamide, 10% Carbamide (Urea) 
and 3% Anhydrous Chlorobutanol in glyc- 
erin of high hygroscopic activity. 


Supplied in dropper bottles of 
Y,-fluid ounce (15 cc.) 


| 
| Y 

\ 

\ 


a Five-Fold Attack Against Ear Infections 


_ 
~ 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, N. J. 


27 


‘ 
= 
— 
| 


28 


SOUTHERN MEDICAL JOURNAL 
What do you 
look for 


in an antiarthritic 


EFFECTIVENESS? . 

With Ertron,® local and systemic improvement has been reported in 

701 out of 852 arthritic patients. Thus beneficial results were 

obtained in 82%; and no improvement was noted in only 17.8%. In a disease 


as resistant as rheumatoid arthritis, this is truly effective therapy." 
improved sense of well-being, diminution of soft tissue swelling, relief of 


“No specificity is claimed for Ertron therapy. However, any substance 
NOT IMPROVED which is non-toxic and which by its general systemic action does produce 
pain, and improved muscle strength and which does make possible a return to 
gainful occupation, should be used in the treatment of arthritic patients.”? 
STEROID COMPLEX, WHITTIER % 
100 


TOLERABILITY? 
Tolerance to Ertron is high in patients under periodic observation. = 
Untoward side reactions are rare. In 1,020 arthritic patients, 70 
marked intolerance requiring cessation of therapy occurred in only 
1.4%, while minor side effects, such as nausea, gastrointestinal 50 
upset, headache, etc., were encountered in about 8%. 40 

30 

20 


“These mild digestive disturbances disappear almost immediately ~ : 
after the cessation of Ertron administration and usually 
do not recur when this therapy is again instituted."4 wy _____ — te 


1.4%, 


Ertron is supplied in bottles of 50, 100 and 500 capsules, and Ertron Parenteral in 
packages of six 1 cc. ampuls. Each capsule contains 5 milligrams of activation-products 

having antirachitic activity of fifty thousand U.S.P. units. Each ampul contains s 
activation-products having antirachitic activity of five hundred thousand S 
U.S.P. units, in sesame oil. Biologically standardized. 


BIBLIOGRAPHY 
(1) Mag P. B.; McEl y, R. T., and Logan, E. E.: J. Michigan M. Soc. 46:71, 1947 
(2) Levinthal, D. H.; Logan, C. E.; Kohn, K. H., and Fishbein, W. I.: Indust. Med. 13:337, 1944 
(3) Cohen, A., and Reinhold, J. G.: Indust. Med. 17:442, 1948 

(4) Farley, R. T.; Spierling, H. F., and Kraines, S. H.: Indust. Med. 10:341, 1941 
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A New, Distinctive Synthetic ANTISPASMODIC 


HIGHLY POTENT... NON-TOXIC 
DUAL ACTIVITY 


X-ray, typical 
spastic gut 


THE THIOL LINK AGE, chemically 
incorporated for the first time in a synthetic 
antispasmodic drug, is responsible for the 
extremely high potency of Trocinate. 


X-ray, typica 
normal gut 


TROCINATE (Beta-diethylaminoethyl-diphenylthioacetate hy- 
drochloride) offers in a single molecule all the advantages 
and none of the disadvantages of atropine and papaverine. 
Note these outstanding properties: 


Strong musculotropic action 


(2) Strong neurotropic action 
«) Non-narcotic 
4) Remarkably free from side-effects, 


low in toxicity 


Professional samples are available. Write Wm. P. Poythress and Company, Incorporated, Richmond 17, Va. 


INDICATIONS: For the relief of smooth muscle spasm; as 
existing in pylorospasm, gastric hyperacidity, gastric or duo- 
denal ulcer, gastritis, enteritis, colitis, irritable colon, biliary 
colic, biliary dyskinesia... 


DOSAGE: Adults—one or two tablets, three or four times a day. 
(Swallow whole to avoid local anesthetic effect). 


SUPPLIED: Trocinate (pink sugar-coated tablets) contains 
100 mg. Trocinate. 


Trocinate with phenobarbital (red sugar-coated tablets) con- 


tains 65 mg. Trocinate and 15 mg. phenobarbital. Available 
in bottles of 40 and 250 tablets. 
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BY ON THE PRESCRIPTION 
NO USES 10 pHYSICIANS 


REp, 
“RATION FOR Topica, APPLICATION 


When fecal contamination of the postoperative wound is unavoidable, the effectiveness of 


Furacin against many gram-negative and gram-positive organisms has been shown to be of value. 
Shipley et al.* reported its prophylactic use in 2 cases of colostomy, where the incisions healed by 
early granulation even in the presence of fecal material. McGivney* recommended application of 
Furacin Soluble Dressing to postoperative anorectal wounds at each examination. Furacin® brand of 
nitrofurazone, is available as Furacin Soluble Dressing (N.N.R.) and Furacin Solution (N.N.R.) 
containing 0.2 per cent Furacin. These preparations are indicated for topical application in the pro- 
phylaxis or treatment of infections of wounds, second and third degree burns, cutaneous ulcers, 


'pyodermas and skin grafts. Literature on request. 
EATON LABORATORIES, INC., NORWICH, 


*§Shipley, E. R. and Dodd, M. C.; Surg., Gynec. & Obst. 84 :366, 1947. * McGivney, J.: South. M. J, 41:401, 1948, 
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Because gradual lowering of blood pressure 


is so important in hypertension, Nitranitol is almost universally pre- 


scribed in such cases. Its gradual action and its ability to maintain lowered pressure 


for prolonged periods make Nitranitol an ideal vasodilator. Nitranitol, virtually non- 


toxic, is safe to use over long periods of time. It is available in these three forms: 


® When vasodilation alone is indicated. Nitranitol. (4 gr. man- 


of nitol hexanitrate. ) 

e. @ When sedation is desired. Nitranitol with Phenobarbital. (% gr. 
Phenobarbital combined with % gr. mannitol hexanitrate. ) 

it ® For extra protection against hazards of capillary fragility. 


Nitranitol with Phenobarbital and Rutin. (Combines Rutin 20 mg. 
of with above formula.) 


NITRANITOL 


CINCINNATI U.S.A. 
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better nutrition means 


fewer: stitiirths 

neonatal deaths 

complications of delivery 

pre-eclampsias 
abortions 
toxemias 


nutritional 
balance 
to favor 
the health 
of mother and 
baby 


... specially designed to help meet increased vitamin-mineral needs during preg- 
nancy and lactation. Improved maternal] nutrition means better physical health for 
the mother with many prenatal symptoms and discomforts almost wholly relieved or 
avoided, and sturdier babies with greater resistance to disease. 


Two vitamin (dark color) capsules provide: vitamin A 10,000 units, thiamine 5 mg., 
riboflavin 5 mg., niacinamide 20 mg., choline 50 mg., pyridoxine 1 mg., pantothenic 
acid equiv. 10 mg., ascorbic acid 150 mg., vitamin D 1000 units, d, alpha-tocopherol 
5 mg., and B complex factors from 400 mg. yeast. 


Two mineral (light color) capsules provide: calcium 220 mg. (from di-calecium 
phosphate 750 mg.), iron 50 mg. (from ferric phosphate 3 gr.), phosphorus 
200 mg., magnesium 1.5 mg., copper 1.5 mg., manganese 1.0 mg., iodine 0.1 mg., and 
zinc 1.0 mg. 

professional samples and literature upon request. 


u. Ss. Vitamin corporation 


casimir funk labs., inc. (affiliate) 
250 e. 43rd st., new york 17, n. y. 
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For the patient presenting a clinical 
picture in the knot of spasm 

and spastic pain, Donnatal provides 
controlled spasmolysis, through 

a precise optimal balance of the principal 
natural alkaloids of belladonna 
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now... digestant enzymes 


released in relay 


by the peptomatic* tablet 


The multiform aid required in digestional dysfunction 
or imbalance may now be administered in a single tab- 
let—Robins’ Entozyme—which (by unique Peptomatic* 
action) releases pepsin, pancreatin and bile salts indi- 
vidually at the gastroenteric levels of respective optimal 
activity. Entozyme has proven particularly efficacious? 
in chronic cholecystitis, post-cholecystectomy syndrome, 
infectious hepatitis, pancreatitis, chronic dyspepsia, 
and peptic ulcer. It is also especially useful in nausea, 


anorexia, belching, flatulence and pyrosis. 


Wie 


A. H. Robins Co., Inc. - Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 


*A coined word 


to describe the 
unique me- 
chanical action 
of the Ento- 
zyme Tablet, 
whereby: 


formula: 


Each specially 
constructed tab- 
let contains pan- 
creatin, U.S.P., 
300 mg.; pepsin, 
N.F., 250 mg.; 
bile salts, 150 mg. 


references 


1. McGavack, 
T.H.,and Klotz, 
S. D.: Bull. Flow- 
er Fifth Ave. 
Hosp., 9:61, 


1946. 2. Weiss- 


berg,J.,etal.:Am. 
J. Digest Dis., 
15:332, 1948. 
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The multi-enzyme digestant with unique Peptomatic Action! 
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“Beminal” Forte with Vitamin C is 
recommended whenever oral admin- 
istration of massive doses of B fac- 
tors and vitamin C is desirable. Each 
capsule contains: 


Thiamine HCl (B,). . . 25.0mg. 
Riboflavin (Bz) .. . . 12.5mg. 
Nicotinamide . . . . . 100.0 mg. 
Pyridoxine HC] . . 1.0mg. 
Calc. pantothenate . . . 10.0mg. 
Vitamin C (ascorbic acid) 100.0 mg. 


Dosage: One to three capsules daily 
or as directed by the physician. 


The “Beminal” family comprises five distinctive com- 
binations for the selective treatment of B deficiencies. 
1. “Beminal’’ Forte with Vitamin C, 


“Beminal” |~ Capsules No. 817 


2. “Beminal’’ fortified with Iron and 


(Ip? Liver, Capsules No. 816 
for |\'B 


3. “Beminal” fortified with Iron, Liver, 
and Folic Acid, Capsules No. 821 


4. “Beminal” Forte Injectable (Dried) 
th erap "y No. 495 


5. “Beminal” Tablets No. 815 


Ayerst, McKenna & Harrison Limited 


22 E. 40th St., New York 16, N. Y. 
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At the 
Top of 
the Multivitamin 
Pyramid 


THE RA$VIDA. 


with Synthetic Vitamin A 


without after-taste 


The problem created by repugnant fishy after-taste in vitamins 
is solved by THERA-viITA* ‘Warner. The vitamin A in THERA-VITA* is 

the new synthetic Vitamin A Acetate ‘Warner’ which has been demonstrated 
to be as stable and biologically active as the most highly refine 

and purified natural vitamin A but is devoid of the all-too-common 
distasteful fishy after-taste and odor of the natural product. 


The formula of THERA-VITA 


in thetic vitamin A acetate) ....... 
Vitamin B: (thiamine hydrochloride)... ...... 10 mg 
Vitamin Ba (siboflavin) . . . 10 mg 


contains: Vitamin Be (pyridoxine hydrochloride) ......... lmg 
Panthenol (equivalent to 11.5 mg d-Calcium Pantothenate) . 10mg 

Witemin C acid). . . . 150 mg 


Vitamin D (activated ergosterol). . ...... 


Indications for THEZERA-VITA 


THERA-VITA® is particularly indicated for intensive therapy 

in vitamin depletions or deficiencies due to, or accompanying febrile diseases, 
allergic disorders, hyperthyroidism, inadequate diet, surgical operations, 
gastrointestinal disturbances, pregnancy. 


*7.M. REG. U.S. PAT. OFF. New York St. Louis Los Angeles 


34 Vo 

w 

-P. Units 
Each 
1,250 U.S.P. Units 
William R. Warner & Co., Inc. 
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from head to toe 


CEREVIM-fed children showed greater 
clinical improvement, in the following 
nutrition-influenced categories, than 
children fed on ordinary unfortified 
cereal or no cereal at all:! 


hair lustre 

recession of corneal invasion 
retardation of cavities 
condition of gums 

condition of teeth 

skin co!or 

skeletal maturity 

skeletal mineralization 


*blood plasma vitamin A increase 
*blood plasma vitamin C increase 


subcutaneous tissues 
dermatologic state 
urinary riboflavin output 
musculature 

plantar contact 


Here’s why: CEREVIM is not just a cereal. 


Much more: CEREVIM provides 8 natural 
foods: whole wheat meal, oatmeal, milk 
protein, wheat germ, corn meal, barley, 
Brewers’ dried yeast and malt — PLUS 
added vitamins and minerals. 


CEREVIM 


CEREALS+VITAMINS+MINERALS 


1. °°A Study of Enriched Cereal in Child Feeding’’ Urbach, 

C.; Mack, P. B., and Stokes, Jr., J: Pediatrics 1:70, 1948. § y; 

*Cerevim contains neither vitamin A nor C, but cpparently 


exercises an A-and-C sparing effect attributed to its 
high content of predigested protein and major B vitamins. 


M&R DIETETIC LABORATORIES, INC. « Columbus 16, Ohio 


49-3JC2 (S) 
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BUT, in the majority of cases, Nuclon . _a dramatic new applications 
of antihistaminic therapy . . . will either completely abort the common eS 
cold or will markedly redulll its duration and severity. 4 


Each dose (one capsule) contains: 

Thenylpyramine fumarate 

Acetylsalicylic acid.. 

*T.M. Reg. U.S. Pat. Off. 


Important: Available on prescription only. 


A dramatic application of antihistaminic therapy in the common cold 


4 


‘Smith, & French Philadelphia 


36 
P wi 
is 
admittedly, It Wii NOt WOEK In e@very nead co 
$ 
37.5 mg. 
1.25 mg. i 
2.5 gr. og 
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appetite stimulated... 


nutrition improved... 


greater resistance to infection exhibited... 


The common complaints of infancy—anorexia, undernourishment, 

slowness of weight gain, propensity to infection—are less frequently 
encountered when White’s Multi-Beta Liquid is part of the infant’s 
diet routine. 


Five drops daily of White’s Multi-Beta Liquid raises the average infant 
intake of all clinically important vitamin B factors to a safe level. 
For adults, full supplementation of the essential vitamin B factors is 


provided with just one teaspoonful of White’s Multi-Beta Liquid daily. 
An excellent prescription ingredient... 


Palatable, non-alcoholic and stable, White’s Multi-Beta Liquid is 
ideally suited to prescription use. Compatible with such 


ingredients as: (1) Tincture Nux Vomica, jin equal parts, (2) 


Elixir Phenobarbital, 1 to 4 parts, (3) White’s Mol-Iron Liquid, 
1 to 8 parts. 


multi-purpose B complex source 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, N. J. 
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A Complete Line 
of 


Male and Female Hormones 


WYETH 
Outstanding for Potency, Efficacy, Toleration 


TESTOSTERONE The most potent androgen 


CONESTRON® Orally potentconjugated estrogens from nat- 


Conjugated Estrogens, ural sources for action without side action 
Equine, Wyeth 


PROGESTERONE Corpus luteum hormone 


WYNESTRON* Aqueous suspension of pure crystalline 
estrone, Wyeth 


All injectable forms available in the unique, exclusive TUBEX® and 
multidose vials. 


Wye Incorporated, Philadelphia 3, Pa. Wyeth 


® 


*Trade Mark 


; 
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by every clinical criterion 


more cough therapy 


In Robitussin ‘Robins’, glyceryl guaiacolate 
(reported to exert the most intense and prolonged 
action of all expectorants'*) has been united 
with the adrenergic stimulant, desoxyephedrine 
(to relax bronchioles* and improve the patient's 
mood and sense of well-being”), in an aromatic, 
syrupy vehicle. Thus, in welcome contrast to the 
older empirical approach, Robitussin is highly 
rational and effective, yet non-toxic and 
non-narcotic. It helps make expectoration easier. 
and freer—and eases dry, irritating cough. 


Acute head and chest colds, bronchitis, 
laryngitis, tracheitis, pharyngitis, pertussis, influenza, measles, 
etc.; also helpful as a palliative of harmful cough in tuberculosis, 
chronic paranasal sinusitis, tobacco cough. 


In each 5 cc. (1 teaspoonful) of palatable 
aromatic syrup: glyceryl guaiacolate, 100 mg., and 
desoxyephedrine hydrochloride, 1 mg. 


Children: One half to one teaspoonful 
according to age, three or more times daily. Adults: One or two 
teaspoonfuls as necessary, every two or three ‘ 


1. Connell W. et al: 
Canadian M.A.)., 42:220, 1 

2. Foltz, E. E. et al.: J. Lab. bal Med., 28:603, 1943. 

8. Novelli, A. and Tainter, M. L.: J. Pharmacol., 77:324, 1943. 

4. Perry, W. F. and Boyd, E. M.: J. Pharmacol. Exper. Therap., 
73:65, 1941. 

A. H. ROBINS CO., INC. - RICHMOND 20, VA. 

Ethical Pharmaceuticals of Merit since 1878 


» 


---fo minimize harmful cough 
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MERCUHYDRIN is unexcelled for draining edematous 
tissues of cardiac or renal origin. 


MERCUMYDRIN 


SODIUM 


well tolerated locally, a diuretic of choice 


effective To remove excess body fluid, water-binding sodium 
must be eliminated.!:> This MERCUHYDRIN does. Clinical investi- 
gation has shown that “the average total excretion of sodium in 
24 hours was increased more than four times by MERCUHYDRIN 
injections.” 3 


well tolerated systemically Both experimental‘ and clinical®-¢ 
evidence attest to the relative safety of MERCUHYDRIN. Exhaustive 
renal function tests and electrocardiographic studies have demon- 
strated that it is notably free from unfavorable clinical effect..* 


high local tolerance = mercunHyoriN is outstanding for its local 
tissue tolerance.’ High local tolerance permits intramuscular ad- 
ministration — with minimal irritation and pain—as often as re- 
quired for the frequent-dosage schedule of current clinical practice. 


MERCUHYDRIN (meralluride sodium solution) is available in 1 cc. 
and 2 cc. ampuls. 


bibliography: (1) Donovan, M. A.: New York State J. Med. 45:1756, 1945. 
(2) Reaser, PR B., and Burch, C. E.: Proc. Soc. Exper. Biol. & Med. 63:543, 1946. 
(3) Griggs, D. E., and Johns, V. J.: California Med. 69:133, 1948. (4) Chapman, 
D. W,, and Schaffer, C. F: Arch. Int. Med. 79:449, 1947. (5) Modell, W;; Gold, H., 
and Clarke, D. A.: J. Pharmacol. & Exper. Therap. 84:284, 1945. (6) Finkelstein, 
M. B., and Smyth, C. J.: J. Michigan M. Soc. 45:1618, 1946. (7) Gold, H., and 
others: Am. J. Med. 3:665, 1947. 


tortés, INC., MILWAUKEE 1, WISCONSIN 
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when pregnancy is contraindicated ... 


A COMPARATIVE STUDY 


THE EFFICACY OF THE SUPPOSITORY FOR CONCEPTION CONTROL 


*¢ Hence, the conclusion would seem inescapable that these latter 


methods—especially the suppository, the simplest of them all—deserve 


more widespread trial than they have heretofore received. °° * 


The Suppository Technic.—In a Baltimore per 100 woman-years of exposure to the oppor- 
clinic, use of the simple, Lorophyn Suppository tunity of becoming pregnant. This rate was 
technic produced a rate of 16.2 pregnancies compared to some reported in the literature 
with diaphragm and jelly: 12, 15, 18 
and 33. Over 300 patients were 
studied for periods of from six months 
to over two years. 

In the South Carolina State post- 
natal and syphilis clinics, Lorophyn 
Suppositories were shown to have 
comparable effectiveness. 


Eg 


Lorophyn® Suppositories 
(N.N.R.) contain phenylmer- 
curic acetate 0.05% and glyceryl 
laurate 10% in a water-dispers- 
ible, self-emulsifying, synthetic 
wax base. Hermetically sealed in 
foil, they will not leak in hot 
weather. 


* Eastman, N. J. & Seibels, R. E.: The Ef- 
ficacy of the Suppository and of Jelly 
Alone as Contraceptive Agents, J.A.M.A. 
139:16 (Jan. 1) 1949. 

Reprint on request. 


EATON LABORATORIES, 


INC., NORWICH, N. Y. 


When a jelly is preferred—LOROPHYN JELLY (N.N.R.) also contains the powerful spermi- 
cide: phenylmercuric acetate 0.05%, and polyethylene glycol of mono-iso-octyl phenyl 
ether 0.3%, methyl p-hydroxy benzoate 0.05% and sodium borate 3% in a special jelly base. 
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Pure, Crystalline Anti-Anemia Factor 


IMPORTANT PRICE REDUCTION 


Economical —the new, low price of 
Cobione* makes this highly potent 
therapeutic substance a most eco- 
nomical preparation. 


Weight for Weight, the Most Potent Thera- 
peutie Substance Known 


Minimum Dosage—Maximum Therapeutic 
Activity 
Nontoxic—Stable—Nonsensitizing 


Effective and well tolerated in patients sensi- 
tive to liver or concentrates 


RAPID THERAPEUTIC EFFECT 


Because Cobione is virtually nonirritating on 
injection, large doses capable in many instances 
of producing rapid relief of neurologic manifesta- 
tions in pernicious anemia may be administered 
with this pure, crystalline anti-anemia factor. 


P-R-O-L-O-N-G-E-D ACTION 


Large doses of Cobione also may be given with- 
out tissue irritation or induration to obtain a 
more prolonged therapeutic effect. 


The U.S.P. Anti-anemia Preparations Advisory Board has recently advised 
that—with the exception of preparations of —— Vitamin Bj2—it is 
considered to be contrary to the best interests of patients and of the medical 
and pharmaceutical professions for the result of unofficial assay procedures 
for Vitamin B)2 to be stated on the labels of U.S.P. Anti-anemia Preparations. 


MERCK & CoO., Ine. 
*COBIONE is the registered trade-mark of Merck / 
& Co., Inc. for its brand of Crystalline Vitamin By2 ond pin a Manufacturing Chemists 
RAHWAY, J. 


Crystalline Vitamin Bj2 Merck 
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avoids price-buying penalties 


When applied to a fine precision instrument, “quality” im- 
plies the use of the best basic materials, workmanship of 
unsurpassed skill, and superior methods and facilities essen- 
tial to quality production. 

Obviously, a superior quality instrument costs more to 
produce . .. and such quality logically justifies a nominally 
greater selling price by virtue of the longer and more satis- 
factory service assured. 


RIB-BACK BLADES 


afford an excellent example as they are built up to a quality 
—not down to a price. Although their initial cost is slightly 
more per dozen, a cost analysis over a given period will often 
reveal that their comparative cost is actually less per indi- 
vidual blade. 

The buyer is assured of 12 perfect blades in every dozen 
Rib-Backs purchased. Their superior cutting efficiency and 
longer periods of satisfactory utilization are factors that 
reduce blade consumption to an economic minimum. As 
many quality-conscious hospitals already know, Rib-Back 
quality avoids price-buying penalties. 


Ask your dealer 


BARD-PARKER COMPANY, INC. 
Danbury, Connecticut 


A BARD-PA. 
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All the essential vitamins for 
average infant—in drop-dosage form 


MULTI-VI DROPS 


Water-miscible. Non-alcoholic. Vitamin D chemically identical 
to that of cod liver oil. Inexpensive. Very palatable. 


Each 0.6 cc. contains: 


Vitamin A 5000 U.S.P. units 
Thiamine Hydrochloride. ee. 1.0 milligram 
Pyridoxine 1.0 milligram 
Sodium Pantothenate. .... 2.0 milligrams 
Nicotinamide 10.0 milligrams 
Ascorbic Acid 50.0 milligrams 


In bottles of 10 cc. and 30 cc. (with calibrated droppers). 


White Laboratories, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 
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announcing 


Theptine 


A new and strikingly effective 
anti-depressant and 


restorative elixir 


Theptine is an ideal preparation for 
those patients in whom mental depression 
and nutritional inadequacy manifest 
themselves as apathy, lethargy 

and physical debility. 


Theptine combines, in a light 

and pleasing elixir, the unique 

anti-depressant effect of 

‘Dexedrine’* Sulfate and the nutritional action 
of thiamine, niacin and riboflavin. 


Theptine assures patient acceptance 
by virtue of its pleasant flavor 

and pleasing color. The usual dosage is 
one teaspoonful (5 ce.) three times 

a day, after meals. 

Each 5 ce. contains: 

“Dexedrine’* Sulfate, 2.5 mg.; 

thiamine hydrochloride, 5.0 mg.; 


riboflavin, 0.45 mg.; niacin, 6.7 mg. 


Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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The most “persuasive” oral sermicide 


you can prescribe 


1. Cépacol persuades a wide range of oral bacteria to 
surrender within 15 seconds after contact’ 


2. Cépacol’s pleasant taste persuades your patients to use it 


The rapid antisepsis? and soothing relief which Cépacol brings to inflamed, sore 
throats are important. Along with the fact that Cépacol is non-irritating, non- 
toxic, and does not interfere with tissue healing. Too, patients are extremely 


grateful to you for prescribing something so effective that also is so pleasant 


to use—as either gargle or spray. 


The alkaline germicidal solution that works in partnership with saliva 


NOW AVAILABLE — Cépacol Throat Lozenges! These convenient, 


pleasant-tasting lozenges, dissolved slowly in the mouth, provide a sooth- 
Merrell ing, analgesic solution to relieve the dryness and irritation of sore throat. 
1828 


CINCINNATI 


1. As shown in laboratory studies. 2. Cépacol contains an effective germicidal detergent, the 
U.S.A. quaternary ammonium salt Ceepryn ® Chloride, 1400. 
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postoperative 


e 


morbidity 
with infravenous alcohol 
it Quiet, restful sleep following surgery may be easily induced by the 
, use of intravenous alcohol as a sedative and analgesic.1 Cough, gas 
pains, urinary retention, vomiting, and fever are materially reduced 
ore 
when alcohol is used to decrease or eliminate the use of morphine. 2.3 
\on- 
Since alcohol is a food as well as a drug, it is almost completely 
: metabolized. In addition to the sedative and analgesic qualities, one 
- liter of 5% Alcohol, 5% Dextrose solution furnishes 475 calories. When 
properly administered, undesirable side effects are rarely encountered. 
Alcohol is the sedative and analgesic agent in the following: — 
BIBLIOGRAPHY TRAVENOL SOLUTIONS 
. 5% Alcohol v/v, 5% Dextrose w/v in Water 
- MOORE, D. C., and KARP, MARY: 
Intravenous Alcohol in the Surgical 10% Alcohol v/v, 5% Dextrose w/v in Water 
Patient, Surg., Gyn. & Obst., 80:523 5% Alcohol v/v, 5% Dextrose w/v in Saline 
liva (May) 1945) TRINIDEX SOLUTIONS sieamnuated 
2. gaa gn RICE, CARL O.: Vitamins with 5% Alcohol v/v, 5% Dextrose BAXTER 
rent. ne Mole of Narcotics im Post- w/v in Saline ¢ Vitamins with 5% Alcohol 
-* operative Morbidity, Minn. Medi- v/v, 5% Dextrose w/v in Water * Vitamins LABORATORI ss, Inc. 
cine 31.5, 540 (May) 1948 with 10% Alcohol v/v, 5% Dextrose w/v Morton Grove, I!!inois 
roal 3. RICE, C. O., STRICKLER, J. H., el in Water 
al: Parenteral Nutrition, Journal- TRAVAMIN SOLUTIONS 
it the Lancet 68:91 (March) 1948 72% Alcohol v/v, 5% Plasma Hydrolysate 
2 w/v, 5% Dextrose w/v in Water 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES + EVANSTON, ILLINOIS 
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LUMIN NU 


\ Benzests 03 gm. 


WESTCOTT & DUNNING, 
BALTIMORE 1, MARYLAND 


Greater effectiveness 


Oral therapy with Aluminum Penicillin has proved to be 
effective in fulminating infections such as pneumonia! and in other 
infections due to streptococci, staphylococci and gonococci.? It 
rarely causes gastric disturbance or allergic reactions. The 
patient’s bodily and mental comfort is improved because the 
necessity for frequent injections is eliminated. 


The unique advantages of Aluminum Penicillin are that it is 
not soluble in solutions of acidity corresponding to that of gastric 
secretion, but is gradually converted into a readily absorbed form 
in the intestinal tract. These factors provide for maximum utiliza- 
tion of the dosage administered, higher and more prolonged 
blood levels.* 


Sodium benzoate is added because it inhibits the destructive 
action of intestinal enzymes.‘ 


Each tablet contains: Aluminum Penicillin, 50,000 units; 
sodium benzoate, 0.3 gram. Supplied in vials of 12 tablets. 


Terry, L. L. and Friedman, M. The Military Surgeon, Vol. 103, No. 5, November, 1948. 

*Friedman, M. and Terry, L. L. Southern Medical Journal, Vol. 42, No. 6, June, 1949. 

’Bohls, S. W. and Cook, E. B. M. Texas State Journal of Medicine, Vol. 41, November, 

1945, p. 342. 

wg + = Felton, L. C. and Pitroff, M. A. Pro. Soc. for Exp. Biol. and Med., Vol. 63, 


* Patent applied for. 
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CHLORAMPHENICOL IN BACILLARY 
INFECTIONS OF THE URINARY 
TRACT* 


By Frep K. Garvey, M.D. 
Wayne A. CLINE, M.D. 
and 
Manson MeEaps, M.D. 
With the technical assistance of NANcy M. HAsLAM 
Winston-Salem, North Carolina 


Recent clinical experience has revealed an increase 
in the number of infections of the urinary tract 
which fail to respond to adequate therapy with 
the sulfonamide drugs and streptomycin.'?3 A 
clinical trial of several of the new antibiotic agents 
in the treatment of these infections is needed. 
Aureomycin and chloramphenicol (“chloromy- 
cetin”) have shown promise in this regard. Both 
of these drugs have demonstrated a marked anti- 
bacterial action against a number of gram-negative 
organisms; they have a toxicity of low degree and 
are rapidly absorbed from the gastro-intestinal tract 
and excreted in the urine of human beings in an 
active form. The use of aureomycin in the treat- 
ment of sulfonamide- and streptomycin-fast infec- 
tions of the urinary tract has been reported by 
Collins and Finland* and Carroll, Allen, and Flynn. 
Though response was judged slight or temporary in 
a number of instances, successful results warrant 
continued investigations with this antibiotic. The 
recent observations of Chittenden and his associates$ 
have indicated that chloramphenicol is effective also 
in a number of these refractory infections. 

*Read in Section on Urology, Southern Medical Association, Forty- 


Third Annual Meeting, Auspices Campbell-Kenton County Medical 
—— of Northern Kentucky, held in Cincinnati, November 14-17, 


*From the Departments of Urology and Internal Medicine of the 

wman Gray School of Medicine of Wake Forest College, and the 
North Carolina Baptist Hospital, Winston-Salem, North Carolina. 

*This investigation was supported (in part) by a research contract 
from the Bacteriology Study Section, Division of Research Grants and 
ve of the National Institute of Health, U. S. Public Health 


Sen” a (“chloromycetin”) was supplied by Parke, 


The following study on the use of chloramphenicol 
in the treatment of bacillary urinary tract infections 
was designed to evaluate a number of factors which 
determine the clinical potential of a new chemo- 
therapeutic agent. 


Materials and Methods.—The patients selected 
for treatment with chloramphenicol were regular 
admissions to the clinic and wards of the North 
Carolina Baptist Hospital. Sixteen were females 
and 5 were males. Their ages ranged from 16 to 
72 years. Three cases were treated with a second 
course of chloramphenicol three weeks after a 
clinical and bacteriologic relapse had occurred and 
are indicated as additional patient treatments in the 
summary of the results. Nineteen of the subjects 
had chronic urinary tract infection with an average 
known duration of 22 months; two others had acute 
infections of four and seven days respectively. In- 
volvement of one or both kidneys was demonstrated 
in eighteen patients; the majority of these cases were 
complicated also by calculi and/or hydronephrosis 
(Table 1). Sixteen subjects had failed to respond 
to treatment successfully with sulfadiazine, peni- 
cillin, and streptomycin; previous therapy with 
aureomycin had been unsuccessful in two in- 
dividuals. 


Extensive diagnostic studies which included retro- 
grade pyelography, were performed on all patients. 
The blood hemoglobin, red and white cell counts, 
and the non-protein nitrogen concentration was de- 
termined before and after treatment with chlor- 
amphenicol. Serial examinations of the centrifuged 
urine sediment including gram stain and culture 
for bacteria, were made before, during, and after 
therapy. The in vitro susceptibility to chloram- 
phenicol and streptomycin of the organisms that 
were isolated during these periods, was determined 
by a serial dilution method on the surface of tryp- 
tose phosphate agar plates. The concentrations of 
active chloramphenicol in samples of urine taken 
during treatment were measured by a turbidimetric 
microbiologic assay.6 The concentrations of total 
chloramphenicol “equivalent” in these samples were 
determined by the colorimetric zinc reduction pro- 
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cedure described by Glazko, Wolf. and Dill.’ In 
our study drug levels are termed average concen- 
trations, as they represent the mean of the amount 
of chloramphenicol in aliquots of separate eight-hour 
collections of urine taken on each respective day 
of treatment and during the same periods of time. 


Chloramphenicol was the only chemotherapeutic 
agent used during the period of observation. The 
following dosage schedule was utilized. A priming 
dose of 2 grams was given in two, and later in four 
equally divided portions to all patients. A main- 
tenance dose of 0.5 grams was given at 4-hour in- 
tervals five times daily (omitting one morning dose 
at 3:00 a.m.) to patients with infections involving 
the upper urinary tract; 0.25 gram five times daily 
was used in 3 individuals with lower urinary tract 
disease only. In the early part of this study the 
duration of treatment was limited arbitrarily to a 
total of seven days. Because of frequent relapse of 
infection on such a regime the length of therapy was 
extended later to ten or more days, depending upon 
the clinical and bacteriologic response of the in- 
dividual patient. The total dose of chloramphenicol 
varied. Three patients received between 10 and 13 
grams, 12 had 18 to 22 grams, 4 had 25 to 30 
grams, and 3 received 48 to 66 grams. 


The response of the patients was graded in the 
following manner: (1) controlled, symptom-free 
with sterile cultures of the urine for a period of at 
least four weeks after the conclusion of treatment; 
(2) improved, symptom-free or clinically improved 
but with continued bacilluria; (3) relapsed, dis- 
appearance of symptoms and bacilluria during 


Response of Initial 
Infection to Therapy 


Pathology 


No. of Patients 
New Infecting 


Controlled 
sed 
Improved 
No Effect 
Organisms 
Isolated 


Upper Urinary Tract Disease 
Pyelonephritis, acute bil. uncomp. 2 


Pyelonephritis, chronic unil. 


3 1 1 
Unilat. with hydronephrosis .... 3 2 1 1 
Unilat. with calculi_......_.__.*2 2 
Bilat. uncomplicated ............. 1 1 1 
Bilat. with hydronephrosis _.._.*7 3 1 2 1 1 
Bilat. with calculi_.._______. 1 1 1 
Lower Urinary Tract Disease 
1 
Neurogenic bladder, cystitis .. 2 1 1 
5 7 1 5 


*One retreatment included. 
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therapy with recurrence of either or both within oy 
to four weeks after the cessation of treatment; (4) 
no effect, no change in clinical symptoms or bagj. 
luria during treatment. 


RESULTS 


The response of the 24 patients in relation to the 
underlying pathology and bacteriology of th 
urinary tract infections is shown in Tables 1 and2 

The cases having more than one infecting organ. 
ism had widespread involvement of the urinary tract 
In the 11 patients whose infection was controlled by 
therapy with chloramphenicol and in 5 others who 
had a clinical and bacteriologic relapse after treat. 
ment, symptomatic improvement was rapid and 
dramatic, usually beginning within 24 hours after 
therapy was started. This clinical improvement was 
followed closely by the clearing of pyuria and 
bacilluria. In most instances the urine became 
microscopically free of cellular elements 48 hours 
after the beginning of treatment. Gram stain of the 
urine sediment was usually negative for bacteria 24 
hours before cultures became sterile; no growth was 
noted 48 to 72 hours after the onset of chemo 
therapy. In 7 individuals who were classified as 
improved, reduction in clinical symptoms was 
paralleled by a temporary reduction in pyuria and 
bacilluria. Six new organisms were isolated from 
the urine of 5 patients three or more days after the 
onset of treatment with chloramphenicol. Once e¢ 
tablished, these organisms were cultured repeatedly 
from all subsequent urine specimens unless a bac- 


Response to Therapy 


Bacteriology 24 
2 
Se 
Single Infecting Organism: 
A. aerogenes 7 7 
4 
1 
Two Infecting Organisms: 
A. aerogenes and Proteus... 2 1 1 
A. aerogenes and Ps. aeruginosa. 1 1 
Three Infecting Organisms: 
A. aerogenes and E. coli 
1 
A. aerogenes and E. coli 
1 
Total 11 5 


*Includes two retreatments. 
7Retreatment. 
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iN One HE eriologic relapse with one of the original infecting 
t ia organisms occurred after treatment had ended. New 


species appeared in none of the patients that were 
classified as controlled. 


In Vitro Susceptibility of Organisms—A sum- 


to the mary of the in vitro susceptibility to chloramphen- 
if the icol and streptomycin of organisms isolated from 24 
and 2, patients before treatment is shown in Table 3. A 
organ. comparison of the results with the response of the 
tract, individual species of bacteria to chloramphenicol 
led by therapy (Table 4) indicates that a close correlation 
5 “ exists between the in vitro and in vivo activity of 
treat. this antibiotic. The colon-aerogenes group of or- 


ganisms was the most susceptible. As a rule, treat- 
ment with the drug had little or no effect on strains 
of bacteria that exhibited a susceptibility in vitro 
of greater than 25 micrograms per cc. This corre- 
lation was supported also by the results of suscepti- 
bility tests performed on the new species of bacteria 
established in the urinary tract during therapy 
(Table 5). All strains that were recovered were 
resistant to greater than 25 micrograms per cc. of 
chloramphenicol. Twenty-one of the 33 strains 
of bacteria tested before initiation of chloramphen- 
icol therapy for their susceptibility to streptomycin 
were highly resistant to the latter antibiotic. Most 
of these organisms were recovered from patients who 


In Vitro Susceptibility Before Therapy 


Organism 3 Chloromycetin Streptomycin 
Mcg./ce. Mcg./cc. 
3.1 6.212.5 25 50 100 3.1 6.2 12.5 100 
83 A. aerogenes 13 4 6 1 2 1 12 
Paracolon 1 1 1 
5% Proteus. S 1 
Ps, aeruginosa . 5 1 2 1 1 1 + 
Total___ 7 1 1 1 21 
4 Table 3 


Bacteriologic Response 
Improved or Acquired 


Organism Controlled Relapse No Effect Resistance 
3 
A. aerogenes _ 10 3 4 
Paracolon 1 


3 
Ps. aeruginosa _ 5 2 
Total 8 
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had been unsuccessfully treated previously with 
streptomycin. 

A decrease in susceptibility to chloramphenicol 
in vitro of four-fold or greater during treatment 
was noted in 9 of the 33 strains of bacteria (Table 
4). Two strains of Escherichia coli showed a four- 
and thirty-two-fold increase in resistance respec- 
tively; 4 strains of Aerobactor aerogenes a four-, 
four,- sixteen,- and eighty-fold increase; 1 strain of 
Proteus a four-fold increase; and 2 strains of 
Pseudomonas aeruginosa an eight- and sixteen-fold 
increase respectively. 


Average Chloramphenicol Concentrations in the 
Urine During Treatment.—Pharmacologic studies 
on the excretion of chloramphenicol in human beings 
have shown that most of an orally administered dose 
appears in the urine within 24 hours; approximately 
90 per cent is recovered in the inactive conjugated 
form.’ An eight-hour specimen of urine from nine 
of the patients with urinary tract infections was 
collected daily during treatment with chloramphen- 
icol. The average active and total concentrations of 
chloramphenicol in aliquots of these specimens were 
measured. The results in two individuals who were 
maintained on a dosage of 1.25 grams daily are 
shown in Fig. 1; the results in seven other cases 
receiving 2.5 grams daily appears in Fig. 2. The 
concentrations of active chloramphenicol in the 
urine of the latter group were higher than the former. 
These levels remained relatively constant for a 
single individual after the effect of the large prim- 
ing dose disappeared but varied widely among the 
different subjects who were on the same schedule 
of treatment. Similar relationships appeared as re- 
gards the percentage of active chloramphenicol. 
Depending on the subject, between 14 and 40 per 
cent of the total drug appeared in the urine in the 
biologically active form. A comparison of the volume 
of urine output in cc. per minute and the rate of 
excretion of free drug in micrograms per minute 
suggested that these values were directly propor- 


Organisms Established During Therapy 


In Vitro Susceptibility Mcg./cc. 


Day of 

Organism Appearance Chloramphenicol Streptomycin 
Paracolon -.... 7 50 > 100 
Paracolon __ 8 250 > 100 

Ps. aeruginosa - 3 100 50 
Alk. fecalis —_. + 100 > 100 
Enterococcus ~—......... 3 50 6.2 
Enterococcus - 1.5 
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tional up to antibiotic levels of 100 to 125 micro- 
grams per minute. Thereafter large increases in free 
drug appeared which were independent of the rate 
of urine flow. 


Causes of Failure—Thirteen of the 24 patients 
treated with chloramphenicol were classified as 
failures of treatment, including those cases classified 
as relapses. In brief, failures were noted where rela- 
tively insusceptible organisms were initially present 
or where they were introduced (5 cases) or de- 
veloped (4 cases) during treatment. As exemplified 
by the following example the duration of therapy 
appeared also to be of importance in this regard. 
A 39-year-old woman with a long standing colon 
bacillus infection of the right kidney subsequent to 
renal lithiasis, was treated for seven days with a 
total of 18.5 grams of chloramphenicol. Response 
to therapy was prompt but relapse occurred one 
week after the drug had been discontinued. The 


AVERAGE URINE CONCENTRATION OF CHLOROMYCETIN 


DURING TREATMENT 


(INITIAL DOSE 2 GM, MAINTENANCE DOSE. 0.25 GM x 5 DAILY) 


February 195 


infecting organisms demonstrated a degree of sys. 
ceptibility that was the same as the pretreatmen 
strain. Three weeks after relapse had occurred the 
patient was retreated with the same dosage schedule 
but was maintained on therapy for a total of 1 
days and received a total of 30.5 gm. of chlor 
amphenicol. Again clinical and bacteriological re 
sponse to therapy was prompt but the urine has re. 
mained sterile during a six weeks period after treat. 
ment. Underlying pathology of the urinary tract of 
a widespread or complicated nature has been men- 
tioned as a factor predisposing to failure of treat. 
ment with streptomycin,? aureomycin,* and chlor. 
amphenicol.5 Such factors undoubtedly play an 
important role but could not be evaluated in this 
small series since controls with minimal pathologic 
involvement were inadequate in number. 


Toxic Effects——In general, toxic symptoms were 
of a minor nature. The most common untoward 
reaction was dizziness which ap- 
peared in almost all patients who 
were treated on an ambulatory 
basis. This symptom developed 
several hours after the initial dose 


INACTIVE CHLOROMYCETIN 
ACTIVE CHLOROMYCETIN 
300 F 
z 6 
> 
u 
rs) 
be a 
200 
« 
a 
= 
100 


DAY OF TREATMENT 


Fig. 1 


Each column represents the results of assays on an aliquot of urine from an eight-hour urine 
collection from a single patient; the number in the column refers to the number assigned 
each patient respectively. 


of 2 grams and lasted from several 
hours to several days. It did not 
appear in bed patients unless they 
attempted to walk about. The 
. reaction was readily reproduced 

and was avoided in several in- 
stances if the priming dose was 
given in four 0.5 gram portions 
over a four-hour period. With one 
possible exception this symptom 
was not severe. A _ 65-year-old 
male, not included in this study, 
became semicomatose for a five 
hour period, three hours after the 
initial 2-gram dose of chloram- 
phenicol. Unfortunately we were 
unable to see this patient during 
the episode and he refused further 
therapy with the drug. From pre 
liminary observations of the blood 
pressure dizziness appears to be 4 
hypotensive effect probably caused 
by peripheral vasodilatation. 


Eleven subjects complained of a 
bitter taste several hours after the 
priming dose of chloramphenicol; 
a symptom which apparently is 
produced by the excretion of the 
‘© drug by the salivary glands. This 
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symptom usually disappeared when smaller doses 
of the drug were given. Three subjects developed 
a mild, non-itching, maculopapular eruption over 
the forehead and malar eminences of the face. The 
rash was reproduced during a second course of the 
drug in one instance. In this individual, intradermal 
skin tests with an aqueous solution of chloramphen- 
icol were negative and precipitins against the drug 
did not appear in the serum. A mild diarrhea, 
glossitis, or eosinophilia appeared in single patients 
during treatment. They disappeared promptly when 
therapy was discontinued. No change was noted in 
the concentrations of non-protein nitrogen in sam- 
ples of blood taken before and after treatment. 
Except for the one instance of eosinophilia, there 
were no significant variations in the red and white 
cell counts and hemoglobin values in the blood. 


DISCUSSION 


Though this series is small, the results suggest 
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that chloramphenicol is a valuable chemothera- 
peutic agent for the treatment of certain gram- 
negative bacillary infections of the urinary ‘tract. 
In view of the present cost of the drug, its use may 
be limited particularly to those cases which have 
failed to respond to the more commonly used thera- 
peutic agents. The drug was most effective against 
the colon-aerogenes group of organisms confirming 
the recent study of Chittenden e¢ alii.5 Certain 
strains of Proteus may be inhibited to a sufficient 
degree to allow the eradication of infection. The 
drug appears to be ineffective against Pseudomonas 
aeruginosa. In mixed infections where gram-positive 
cocci as well as gram-negative bacilli are demon- 
strated, combined treatment with another chemo- 
therapeutic agent should be used as the activity of 
chloramphenicol is limited principally to the latter 
group of organisms. 

The clinical importance of the development of 
fastness to chloramphenicol by bacteria during 


AVERAGE URINE CONCENTRATION OF CHLOROMYCETIN 
DURING TREATMENT 


(INITIAL DOSE.2GMS , 


MAINTENANCE DOSE:0.5 GM. x 5 DAILY) 


MCG. PER C.C OF URINE 


INACTIVE CHLOROMYCETIN a 


ACTIVE CHLOROMYCETIN 


3 a 
DAY OF TREATMENT 
Fig. 2 


Each column represents the results of assays on an aliquot of urine from an eight-hour urine collection from a single 
patient; the number in the column refers to the number assigned to each patient respectively. 
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therapy must await further study. The appearance 
of drug-fast strains was adjudged the cause of failure 
of treatment in four cases in this series. A com- 
parison of the susceptibility of organisms in vitro 
and their response in vivo revealed that strains 
which initially were resistant to or developed a re- 
sistance of greater than 25 micrograms per cc. of 
chloramphenicol were unaffected by the doses of 
drug used in this study. 


SUMMARY AND CONCLUSIONS 


Chloramphenicol is an effective chemotherapeutic 
agent for certain gram-negative bacillary infections 
of the urinary tract. Members of the colon- 
aerogenes group of organisms are particularly sus- 
ceptible to the action of this drug. The toxic effects 
observed during therapy with chloramphenicol were 
minimal. In a small number of patients failure of 
treatment was caused by the appearance of new 
species of drug-fast organisms or the development 
of resistance to chloramphenicol in initially sus- 
ceptible species of bacteria during treatment. 
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DISCUSSION (Abstract) 


Dr. Grayson L. Carroll, St. Louis, Mo—The study of a 
large group of clinical cases has not been possible because 
of the scarcity of chloramphenicol and the short time since 
the drug was introduced. 

The incidence of organisms found in the urinary tract 
will vary. Our incidence is shown as follows: 


STRAINS ISOLATED IN 150 CASES 


Per Cent Organism Per Cent Organism 
27 E. coli 7 Paracolon 
18 Pseudomonas 4 Alcaligenes 
9 E. intermedium 3 S. hemolyticus 
9 Aerobacter 3 Monilia albicans 
7 Proteus 1 S. aureus 
7 S. fecalis 5 Miscellaneous 


Our experience with in vitro tests of chloramphenicg] 
against 127 organisms may be reported as follows: 


IN VITRO CHLOROMYCETIN SENSITIVITY IN MG./ML, 


Not by Per Cent 

Organism No. 250 250 64 16 4 1 Sensitive 
B 3 3 23 90 
E. intermed:um 12 1 3 8 92 
Aerobacter —.. 22 2 10 5 5 45 
Paracolon _.... 8 3 1 2 3 2 62 
Proteus _...... 19 2 3 11 1 2 73 
Pseudomonas 29 22 2 2 7 
Alcaligenes —. 6 5 1 16 
S. fecalis _ 4 3 1 25 
127 3 28 28 29 2 54 


Bacteria not controlled in vivo with sensitivity level above 64 
micro-units per milliliter. 


It would appear that the drug is quite effective against 
E. coli, E. intermedium, and paracolon. Many of the strains 
of Aerogenes, Alcaligenes, S. fecalis and and Proteus are 
resistant. 


Most of the strains of pseudomonas are resistant. 


The finding by Dr. Garvey of the development of in- 
creased resistance is a surprise to us. It is a most important 
observation. The value of sulfonamides and streptomycin 
have been limited by this characteristic. We have not en- 
countered it in our work so far with chloramphenicol. This 
may be accounted for by the initial dosage we use. We 
give 3 grams in the first 1% hours and follow that by 05 
gram every 6 hours thereafter. This initial dose gives usa 
concentration of 60 to 100 micrograms per milliliter. We 
find that many organisms are inhibited in the test tube by 
16 mg. but not by 4 mg. The blood level must be at least 
four times the concentration of that required to inhibit the 
organism in the test tube. Any sublethal dose may en- 
courage development of resistance. 


We are using chloramphenicol with sulfathalidine prior 
to ureterosigmoidal anastomosis. In the last two cases the 
cultures from the sigmoid have shown no growth. 


Dr. Cline (closing) —Dr. Carroll may be entirely right 
in using a larger initial priming dose because there is avail- 
able more free chloramphenicol in the blood stream and 
urinary tract at that time. The infection, therefore, may 
be eradicated more promptly and thereby decrease the 
possibility of development of resistant strains. However, it 
all of our cases where the drug was effective, the urinary 
tract was sterilized in seventy-two hours. I am surprised 
that Dr. Carroll has not noticed dizziness with this large 
initial dose. 
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OFFICE EXAMINATION IN GENERAL 
PRACTICE* 


By Joun R. BreNper, M.D. 
Winston-Salem, North Carolina 


It has recently been said: 


“In order to win good public relations, the first principle 
necessary is that you must be, or become, what you want 
people to believe you are.”! 


The general practitioner should bear this thought 
in mind when he examines or prescribes treatment 
for any patient. 

When I began medical practice, I had my own 
conception of what a complete office examination 
should include. But this idea took quite a jolt a few 
months later when a middle aged woman came into 
my office fully dressed, with coat and wraps, and 
announced that she had come for a complete ex- 
amination, but had to catch a bus in ten minutes. 


I immediately asked her what she expected from 
an examination of a fully clad patient in a matter 
of ten minutes. From her reply I learned that she 
expected just a blood pressure reading and the 
prescribing of symptomatic medication. 


Since then I have given much thought to the 
procedures of office examination conducted by the 
general practitioners and have wondered if they 
were not themselves to blame for such a public 
reaction, as that is about the extent of examinations 
conducted by some practitioners. Any practitioner 
who is guilty of this fault cannot expect the ill or 
disturbed patient to seek his services at a time 
when he can go elsewhere. It is an insult to the 
practitioner and his profession for a patient to feel 
that the physician is not capable and conscientious. 
And it is likewise an insult to the patient’s honesty 
and integrity when a physician does not extend him 
the courtesy of an adequate examination. 


It is axiomatic that “Proper diagnosis must pre- 
cede adequate therapy.”? It is an erroneous opinion 
to conclude that the practice of medicine has become 
a more or less exact science as a result of the im- 
provements made in diagnostic and therapeutic 
methods. The practice of medicine cannot be termed 
a science, but still is and always will remain an 
art; and of all the various branches of medical 
practice, the art of diagnosis is perhaps the most 
difficult and important to master; and, proper 


*Read in Section on General Practice, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County 


Medical Society of North 
14-17, 1949, y orthern Kentucky, held in Cincinnati, November 
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diagnosis, in 85 per cent of the cases, is the re- 
sponsibility of the general practitioners. 


In a discussion of this kind it should be under- 
stood that no arbitrary rule for an examination can 
be adhered to, but there must be an orderly approach 
to the problem in order that all the available in- 
formation and significant details be included. We 
have time to include only some of the more im- 
portant highlights that the general practitioner 
should follow in this orderly approach. 


To quote a former professor of physical diagnosis, 
“The first principle necessary in a good examination 
is that the patient be comfortable and relaxed.” A 
worthwhile office examination for any patient, and 
particularly for a new patient or one who is re- 
turning after a lapse of time, begins before the 
patient comes into the physician’s private office. 
By this I mean that the reception room should be 
inviting, attractive, and comfortable. The recep- 
tionist should be the advance guard for a good 
public relations team of patient and physician. She 
can do a great deal to allay the fears and relieve 
the tension of the patient who is at that moment 
living under a strain and in a state of anxiety. The 
patient who is sick seeks the help of a doctor, not 
only as a skilled physician for advice and medica- 
tion, but as a fellow human being from whom he can 
expect understanding and genuine personal interest. 
It is essential that the physician and his office 
personnel appreciate the patient’s feelings. 


Every physician has, or should have, his own 
method of taking a complete history. The im- 
portant thing is to obtain the pertinent information 
and put this on a record. Such a record should be 
made and kept on every patient, and any change in 
symptoms, behavior or findings on subsequent visits 
should be noted. The first thing to learn, par- 
ticularly with a new patient, is the patient’s chief 
complaint. It is necessary that the physician find 
out how the patient feels about his illness, his 
symptoms, and what these mean to him; what do 
these symptoms represent and what are his fears? 
In no few instances, the physician finds that the 
patient is led to suspect that he has cancer, heart 
trouble, tuberculosis, or some debilitating or crip- 
pling disease. 

“We must not lose sight of the fact that at the time the 
patient is in our office, he represents everything that has 
happened to him in the past.’ 

With experience, the physician can quickly size up 
the patient and derive clues that form the basis for 
questioning as the interview proceeds. 

Sir William Osler* was credited with saying, 
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“I can make a diagnosis from the medical student’s 
physical examination if I can take the history.” 


This point is well worth remembering, for a large 
percentage of patients can be diagnosed from history 
alone. Briggs’ says: “The diagnostic instrument 
(electrocardiogram) is not at any time a substitute 
for a well taken history nor for a well made physical 
examination.” The physician must understand the 
patient and his background in order properly to 
diagnose and treat him; and, as someone has said, 


“In order that we may treat your condition, we must 
know you from the ground up; yes, even under the ground.” 


This approach and inquiry obviously takes a little 
time, patience and energy at first, but it saves time, 
energy and expense in the future and may lead to 
an early diagnosis which might otherwise be delayed 
for many months or not obtained at all. The 
doctor who knows his patients effects more cures 
and has a satisfied clientele. 


A set of office scales is one of the most valuable 
and frequently used instruments in my office and 
the weight of each patient is recorded on his chart. 
Routinely, this may seem to be an irrelevant and 
time-consuming practice, but the physician who 
makes a habit of recording the weight of his patients 
will find that this information increases in value as 
the treatment of the patient continues. As a rule, 
patients are sensitive about their weight and 
jealously guard a few pounds’ fluctuation. I know 
of no better method of relieving a patient who lives 
in fear of a crippling or debilitating disease than to 
show him that his body weight has remained sta- 
tionary, or increased, during a course of therapy. 
The body weight, along with the temperature, pulse, 
and respiratory rate should be recorded on the 
patient’s chart by the nurse or receptionist before 
the patient is brought into the physician’s consulta- 
tion office. 


The physician can gain valuable information by - 


observing the patient as he enters the office and, 
with experience and attentive scrutiny, he can make 
a mental note of the patient’s personality, gait, pos- 
ture, speech, intelligence, cooperation, and so on, 
which may save much time and serve as a guide for 
the interrogation to follow. The familiarity and 
personal friendship of the family physician with 
most of his patients affords him a proper insight 
into many of their social, mental and emotional 
problems that would escape the consultant. There- 
fore, a properly taken history by the general prac- 
titioner should narrow the diagnostic search to a 
few important diseases. 


White and Geschickter® made an analysis of the 


approximately two thousand currently recognized 
disease entities and found that two hundred diseases 
are responsible for ninty-eight per cent of the illness 
of the entire United States. They also found that 
sixteen common symptoms, twenty-three physical 
abnormalities and six essential laboratory observa. 
tions serve as keys for the differential diagnosis of 
these two hundred diseases. It has been repeatedly 
estimated that fifty per cent of the patients who 
visit the offices of the general practitioners, ex. 
cluding those with such conditions as upper respira- 
tory infections and minor injuries, are suffering from 
functional disorders rather than organic diseases; 
and, that eighty to eighty-five per cent of all cases 
visiting the physicians’ offices can be cared for by 
the general practitioner. If we are to draw any con- 
clusion from these estimates and findings, we should 
be obliged to say that medical practice is, and 
should be, in the hands of the general practitioners 
themselves; and, that with proper and careful ex- 
amination and treatment, the specialist will be left 
with little to do. 


The physician should make a note of the general 
findings of the patient. Does he appear ill or 
healthy? Is there evidence of emaciation, malnutri- 
tion, or weight loss? Is there abnormal distribution 
of fat or hair, suggestive of an endocrine inbalance? 
Every general practitioner will find a modification 
of the cancer detection centers’ method of examin- 
ing patients worthwhile in the first examination of 
a patient. In the cancer detection centers, the 
patient is asked to strip and lie on a table, face 
down. In this way the entire posterior aspect of 
the body can be visualized and any abnormalities 
of the skin, muscles, bony framework, glands, pig- 
mented naevi, hemorrhoids, varicosities, and so on, 
can readily be seen and inspected. The patient then 
turns on his back and the anterior surface of the 
body is likewise inspected, with special consideration 
given the breast, nipples, axillae, and inguinal areas. 
The face, eyes, nose, mouth and throat are then 
routinely inspected. The abdomen is palpated; the 
external genitalia are examined; and the patient is 
placed in a proper position for bimanual and 
speculum examinations. 

Any suggestive or abnormal findings are noted 
and the patient is referred to the proper center for 
further diagnostic procedures or treatment. With 
a trained assistant, this same examination can be 
performed as easily and quickly in the private office 
of the examining physician, and the information thus 
acquired serves as a valuable basis for further diag- 
nostic procedures and study. 


According to Fox and Shields,’ the ten most 
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common skin diseases constitute 75 per cent of all 
the dermatoses. Therefore, the practitioner who is 
diagnostically and therapeutically familar with these 
ten common skin disorders should be able to pre- 
scribe adequately for the majority of the dermatoses 
seen in his practice. Ewing® says: 

“Any pigmented, hairless lesion which begins to increase in 
size should be treated as a melanoma until proven otherwise, 
and no physician should become lethargic to this menace. 


It is simple to remove such a lesion under a local anesthetic 
and it is a wise course to pursue.” 


It is also important to examine the patient for en- 
larged superficial lymph nodes and any enlarged 
node has some diagnostic significance. 

The head should be examined for abnormalities 
of size, or shape, and the eyes should bear careful 
scrutiny. 

“Every general practitioner sees many eye conditions 
which he should diagnose and treat himself.”9 


Evatt says that every general practitioner should 
have a Snelling and Jaeger chart for testing distant 
and near vision. He believes that styes can be 
treated satisfactorily in the office of the general 
practitioner, but chalazions should be referred to the 
specialist. 

Much information can be gained by every prac- 
titioner of medicine if he is careful to inspect the 
eyes and the reaction of the pupils. No more than 
the observance of the pupillary reflexes is, at times, 
required to clinch a diagnosis of certain neurologic 
states, brain injuries, iritis, glaucoma, and general 
metabolic conditions. The ophthalmoscope should 
be used with as much profit and skill as the steth- 
oscope. The oculi fundus is truly the “mirror of 
the kidney” and every physician, regardless of his 
specialty, who uses an ophthalmoscope is far ahead 
of his fellow practitioner who does not avail him- 
self of this helpful instrument. 

A head mirror, nasal speculum, and a good light 
are the only instruments necessary for making a 
satisfactory examination of the nasal passages and 
the frontal and maxillary sinuses; and, a wooden 
spatula and laryngeal mirror are the only necessary 
additional diagnostic tools needed to examine the 


mouth, teeth, gums, tongue, nasal pharynx and 
laryngeal structures. 


“The red, glazed tongue, bleeding gums, fissured corners 


of the mouth, are readily recognized as deficiency phe- 
nomena,”10 


Primary lesions of syphilis may be present on the 
ps and congenital syphilis often leaves its diag- 
hostic mark upon the teeth. The red strawberry 


li 
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tongue, the hyperemic buccal mucosa, or the soft 
palate may show the first evidence of an acute con- 
tagious disease. Any atrophy of the papillae of the 
tongue should cause one to be on his guard for the 
presence of anemia or a gastric lesion while a 
tremor or abnormal protrusion of the tongue may 
be indicative of central nervous system disease. 

The ears should be carefully examined with the 
aid of a good otoscope. The neck should be in- 
spected for any stiffness, abnormal enlargements, 
tumors, or cysts. An abnormal cervical lordosis 
may give the clue to the cause of chronic headache, 
which has been baffling to the patient and physician 
for months. 

Deviation of the trachea may suggest a thoracic 
disorder and a tugging of the trachea may signify 
an aortic aneurysm. Any abnormal pulsation in the 
neck should be viewed with suspicion. Abnormal 
jugular distension should suggest the possibility of 
congestive heart failure. 


Utmost care should be exercised in the examina- 
tion of the heart and lungs with the thoracic, back, 
and neck muscles completely relaxed. Inspection 
with a good light, properly focused, is important. 
Notice the rapidity and depth of respiration, pro- 
trusion, or retraction of the intercostal spaces. Any 
asymmetry or abnormal masses should be observed 
and notation made of any abnormal expansion 
between the two sides. 


The location of the apical heart beat should be 
noted and its location marked with a skin pencil. 
Careful palpation should be used to confirm or deny 
the findings detected by inspection. Note any 
abnormality of tactile fremitus and the presence of 
any thrill or shock over the cardiac area. The entire 
chest, anteriorly and posteriorly, should be carefully 
percussed and any abnormal sounds should be 
marked for a more thorough inspection and auscul- 
tation. 


Likewise, the entire chest should be examined 
carefully with the aid of the stethoscope. Abnormal 
breath sounds, rales, friction rubs, whispered pec- 
toriloquy may have a definite diagnostic significance. 
Rales which are unnoticed during ordinary breath- 
ing may develop following an expiratory cough and 
strongly suggest a diagnostic finding of early tuber- — 
culosis. If a cough is present, its etiology should be 
determined in so far as possible. 

The amount of sputum should be considered, its 
odor and appearance. Any wheezing breath sounds 
should be evaluated as to time and distribution. If 
there is an expiratory wheeze distributed over the 
entire chest, it is usually confirmative of bronchial 
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asthma; whereas, a localized wheeze is strongly 
suggestive of bronchial obstruction. Carcinoma of 
the lung should be suspected when a constant wheeze 
is heard and the patient should be referred to the 
roentgenologist for careful x-ray studies. It is well 
to remember the dictum of Chevalier Jackson!!! 


“All is not asthma that wheezes.” 


No chest examination is complete without observ- 
ing the fingers for clubbing. Clubbing of the fingers 
is such a constant finding in chronic conditions of 
the chest that Poppee!? stressed the necessity of 
chest x-ray examination and bronchiograms in all 
patients with clubbing fingers. Clubbing of the 
fingers has also been reported as a positive finding 
in about 80 per cent of cases of bronchiectasis and 
chronic lung abscesses; and it has also been noted 
in patients with congenital heart disease, acute bac- 
terial endocarditis, cirrhosis of the liver, and some 
chronic intestinal disorders. 


The careful physician will not consider his ex- 
amination of the heart complete without having 
listened to its beat with the patient supine, sitting 
up, leaning forward, at the end of inspiration and 
expiration, and before and after exercise. The simple 
exercise test of having the patient walk up two or 
three flights of stairs, or hop on one and then the 
other foot fifteen or twenty times each, will give 
a good idea of the patient’s cardiac response to 
effort and a worthwhile evaluation of his cardiac 
reserve. In this way, the physician can properly 
classify the patient with organic heart disease ac- 
cording to his ability to carry on ordinary physical 
activity. 

The blood pressure should be recorded in both 
arms before and after exercise and after a rest 
period of two minutes. The pulse rate and rhythm 


should be noted before and after exercise, and after 
two and five minutes rest. 


The presence of a thrill is a highly significant 
finding which almost always means the presence 
of an organic lesion of the heart. The heart should 
be examined in a careful systematic way, keeping 
in mind the classification, or a modified classifica- 
tion, of diseases of the heart as outlined by the 
American Heart Association. Each valvular area 
should be auscultated in turn and the character of 
the heart sounds noted. If murmurs are present, the 
timing, transmission and point of greatest intensity 
are facts of importance. 


A persistent systolic blood pressure of one hun- 


dred sixty or above with a diastolic blood pressure 
of one hundred or more is to be considered a hyper- 


tensive cardiovascular state and evidence of a gen. 
eral systemic, degenerative disease. 


Proudfit and Ernstene!’ stress the importance 
of a comparison of blood pressure in both the upper 
and lower extremities in all cases of obscure or 
questionable diagnosis in which hypertension jg 
present, and they report: 


“The two most important diagnostic features of coarcta. 
tion of the aorta are the presence of hypertension in the 
arms with a much lower systolic blood pressure in the lower 
extremities and a diminution and retardation of the puls. 
tions in the femoral arteries. . . . The presence of coarcta- 
tion of the aorta is frequently overlooked, but this error 
can be avoided by palpating the femoral arteries in the 
course of every physical examination. In suspicious cases, 
carefully inspect the x-rays of the chest.” 


Any abnormal heart sound with or without an 
arrhythmia should be considered prima facia eyi- 
dence of organic heart disease until proven other- 
wise. Diminution of the first sound at the apex is 
a frequent sign in cases of myocardial infarction. 

Accentuation of the apical first sound should 
cause one to listen carefully for the diastolic murmur 
of mitral stenosis. Accentuation of the aortic second 
sound usually indicates systemic hypertension or 
luetic aortitis. An accentuated pulmonary second 


‘sound usually indicates pulmonary hypertension as 


the result of mitral stenosis, left-sided heart failure, 
or obstruction to the pulmonary circulation. 


Systolic murmurs of the heart must be evaluated 
with caution. Their presence may be the only evi- 
dence of organic mitral insufficiency, congenital de- 
fects, aortitis, or aortic stenosis; while on the other 
hand, these murmurs occur frequently in individuals 
with no demonstrable heart lesion. 


There is a third group of systolic murmurs which 
are functional or of the so-called “cardiorespiratory 
type.” McCombs!‘ differentiates these murmurs 
from the organic variety when they meet the fol- 
lowing characteristics: 


“(1) there is no cardiac enlargement; (2) the heart rate 
is normal; (3) there is no thrill; (4) the murmur is of a 
soft, blowing type; (5) it is heard best in the second or 
third interspace to the left of the sternum; (6) its intensity 
varies with respiration; and (7) it varies in intensity when 
the patient changes from a sitting to a recumbent position. 
. . . If these characteristics cannot be met, in all likelihood 
the patient has one of the other conditions of heart trouble.” 


Diastolic murmurs almost certainly indicate heart 
disease, its most common cause being mitral stenosis 
and aortic insufficiency. Pericardial friction rubs 
should be carefully differentiated from either organic 
or functional murmurs of the heart. Pericardial 
friction rub is usually heard best to the left of the 
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sternum and is ordinarily of a superficial, grating, 
or scratching to-and-fro sound. In cases where doubt 
exists in the mind of the physician concerning the 
presence or classification of cardiac disease, he 
should obtain a consultation from a cardiologist if 
one is available, or refer the patient to someone 
qualified to diagnose the case. 

Inspection and palpation of the extremities for 
edema determine the status of the right side of the 
heart, and this knowledge can be invaluable to the 
physician in the proper management of the case and 
to the patient in the prolongation and usefulness of 
his life. 

The abdomen should be carefully inspected for 
distention, abnormal peristaltic movements, en- 
largement of the superficial venous channels, or skin 
discoloration. It should then be palpated for any 
abnormal enlargement of the intra-abdominal or- 
gans, abnormal tenderness, or muscle spasm. Per- 
cussion should be used to confirm the size and 
outline of any abnormal masses or abnormally en- 
larged organs. No abdominal examination is com- 
plete until the stethoscope has been used to de- 
termine the character of the peristaltic sounds. If 
abdominal pain is present, have the patient put a 
finger on its location. Thoroughly evaluate and in- 
vestigate the history of any nausea, vomiting, 
diarrhea, or constipation. If pain is present, note 
the position assumed by the patient and the degree 
of discomfort. The so-called “position of relief” in 
which the patient flexes the thighs upon the abdo- 
men and the chin upon the chest is a valuable 
diagnostic sign in intestinal obstruction.!5 


Since the external urogenital organs were noted 
in the general systemic: examination for abnorm- 
alities at the beginning of the examination, it is now 
necessary to make a thorough examination by bi- 
manual palpation. It is important to remember that 
a bimanual examination is useful in the male as 
well as in the female. Hamilton Bailey!® empha- 
sized the fact: “If you do not put your finger in 
the rectum, you will get your foot in it.” Approxi- 
mately 12 per cent of all malignant tumors originate 
in the rectum or sigmoid and 80 per cent of all 
intestinal cancers are found in this location. Eighty- 
five per cent of all these are within the reach of the 
palpating finger. 

Loss of rectal sphincter control and anesthesia of 
the anal canal are characteristic of tabies or tabo- 
paresis. Wallace and Colvin!’ found that: 


. “Tenderness on the right disclosed by rectal examination 
is the most reliable physical finding in the diagnosis of 
Pelvic appendicitis, and this may be the only positive 
physical finding early in the case.” 
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The testicles should be examined for location, size 
and sensitivity. The inguinal canal should be ex- 
amined for hernia. The flabbiness of inactivity and 
decay is in proportion to the strength of the inguinal 
ring. The tone and patency of the inguinal struc- 
tures is important, not only in the industrial ex- 
amination to evaluate one’s ability to perform 
manual labor, but it is also a valuable criterion of 
the student’s fitness to participate in the usual physi- 
cal educational programs of the high schools and 
colleges, and particularly for those active in the 
more strenuous sports. 

In women with abnormal menstrual histories and 
in the presence of any vaginal discharge, lower 
abdominal complaints, or backaches, a pelvic ex- 
amination should be performed. 


“Abnormal vaginal bleeding is a condition that warrants 
careful and thorough investigation and it should be re- 
membered that cancer of the cervix uteri and the corpus 


uteri are the two most serious causes of abnormal uterine 
bleeding.”18 


“About seventy per cent of all malignant tumors can be 
either detected or suspected by the general practitioner. 
The best cancer detection center is in the doctor’s office. For 
one mistake of not knowing, there are ten mistakes of not 
looking. These mistakes are inexcusable.”19 


The back and extremities should be further ex- 
amined for any evidence of disease not noted thus 
far. A thorough examination of the back will often 
reveal the cause of pains which are referred to 
other parts of the body. The length and circum- 
ference of the lower extremities should be measured. 


The skin should be inspected for dilatation and 
rupture of the superficial vessels. The history of 
sudden inflammation of the great toe should suggest 
gout; spindle-shaped fingers, glandular inbalance; 
spooning of the nails, a chronic anemia. 


“Arthritic changes of the terminal joints of the fingers are 
characteristic of osteo-arthritis, while changes of the prox- 
imal interphalangeal and metacarpal phalangeal joints are 
characteristic of rheumatoid arthritis.”29 


“Chronic ulceration of the legs in a pallid young Negro 
should cause one to suspect sicklemia and any chronic 
indurated ulcerating lesion should cause one to suspect 
syphilis.”20 


Dale”® says: 


“A tortuous hard dorsalis pedis artery is the twin brother 
to the coronary with the same characteristics.” 


Pratt?! has found that three dilated veins over 
the anterior aspect of the tibia (the so-called sen- 
tinel veins) are an early diagnostic sign of throm- 
bosis of the deep veins of the leg. 


“This sign,” he says, “is positive in eighty per cent or 
more of patients with pathologic clotting.” 
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Every new patient should have a neurologic ex- 
amination by at least such simple tests as muscle 
coordination, propioceptive sense, and proper sense 
of position. A test of the vibratory sense with an 
ordinary tuning fork held in contact with bony 
prominences of the extremities is simple. The ab- 
sence of this vibration sense should be considered 
indicative of some disturbance in the sensory tract 
and a deviation from normal in any of these simple 
tests should indicate the presence of organic disease 
of the central nervous system. In these cases, the 
patients should be given the advantage of a thorough 
study by a competent specialist. 


The reflexes should be included in every complete 
examination. Testing of the reflexes and the proper 
evaluation thereof undoubtedly constitutes the most 
important part of the neurologic examination. This 
testing is easy and requires but little time and only 
a reflex hammer for equipment. The status of the 
reflexes provides objective findings which are the 
ultimate goal of every medical examination. 

Kenzelman”? considers laboratory examination as 
serving three purposes: 

“(1) To confirm a diagnosis which has been based on 
clinical signs and symptoms; (2) to reveal accurately the 
effect of treatment; and (3) to reveal the nature of a disease 
when clinical signs and symptoms are obscure. . . . Three 
studies should be a part of every physical examination. 
The first, a routine urinalysis, plus the Harrison spot test 
for bile pigment; second, a complete blood count: and 
third, a serologic test for syphilis.” 

These tests can be performed in a minimum of 
time and with a limited amount of diagnostic 
equipment. 

I realize this paper falls far short of covering my 
subject completely, but I hope that some highlights 
have been advanced which will be of practical value 
to those of you who are confronted daily with 
bizarre symptoms and diagnostic problems. We 
should all remember the words of Sir Thomas 
Sydenham: 


“There is a knowledge which cannot be written down, but 
can only be passed down by example.” 


Though the microscope and test tube are in- 
valuable in diagnosis and in response to therapy, 
they do not substitute for a close personal examina- 
tion of the patient and that intangible something 
we call intuition. 
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DISCUSSION (Abstract) 


Dr. D. G. Miller, Jr., Morgantown, Ky—1 must take 
issue with Dr. Bender on the amount of laboratory work 
that he feels can and should be done by the general prac- 
titioner. It is our feeling that all laboratory work, except 
the actual making of microscopic sections and their diag- 
nosis, should be done by the general practitioner or his tech- 
nician. We find that in addition to urinalysis, the complete 
blood count and the serologic test for syphilis, many other 
procedures are quite valuable and the patient is very glad 
to pay for them. Indeed, they frequently come in asking 
that these procedures be repeated in order to measure their 
progress. We feel that blood chemical tests should be 
routinely done when indicated and that many cases of 
anemia are diagnosed only after marrow studies have been 
made. My technician and I find ourselves able to diagnos 
the marrow in 95 per cent of our patients although thes 
slides are always sent to a hematologist for confirmation. 

A routine part of any cardiac examination where diffi 
culties have been found is the electrocardiographic study. 
This does not replace careful physical examination, but i 
of great value. We make use of a battery type of machine 
so that electrocardiographs may be made in homes without 
electricity. Dr. Bender, I am certain from lack of time, 
did not mention the use of metabolimeters or x-ray. Thest 
studies are very valuable when indicated, and I feel that 
any general practitioner who does a thorough job must 
have the facilities available if he does not provide them 
himself. 


Dr. W. H. Anderson, Booneville, Miss—Office examina- 
tion is in truth the cornerstone of general practice. 

It is not so much what we do not know as what we do 
not do that counts in the practice of medicine. There is D0 
one thing common or of small importance in the diagnos 
and treatment of the sick patient. System we may also say 
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is divinely ordained. If the system outlined by Dr. Bender, 
following signs and symptoms, is observed conclusions may 
be reasonably accurate. Once we were at the point of 
making a diagnosis of pellagra when we asked the woman 
patient what she had done in the days preceding her 
appearance at the doctor’s office. The day before was 
Sunday, but the day before that she had “put out fertilizer 
by hand,” barefooted, with sleeves rolled up, and had no 
doubt wiped sweat from her face with her hands. So the 
history is important also. 


CLINICAL ASPECTS OF CONCOMITANT 
STRABISMUS* 


By Kart B. BeNKwitH, M.D. 
Montgomery, Alabama 


When asked to present something on muscles, I 
recalled that before this section at the Southern 
Medical Association meeting last year in Miami, 
Dr. Frank Costenbader! presented an excellent 
analysis and classification of concomitant conver- 
gent strabismus. It occurred to me that a considera- 
tion of the practical aspects of the subject might 
serve as a humble compliment to that fine paper. 
Also, it is of clinical value and revealing to look 
back over one’s experiences and efforts in muscle 
work in an attempt to analyze and evaluate the 
results of the interim. One’s successful results and 
failures bring to the front, for continued use in the 
daily attack upon the muscle problem, certain ob- 
servations which it shall be my purpose to present. 


Heredity plays an all important role in the 
etiology of strabismus. As many as 90 per cent 
of our patients reveal this factor. Those squints 
which appear in the first 12 to 18 months have an 
anatomical basis. These are the patients with 
usually low refractive error and anatomical ano- 
malies who are less prone to develop fusion. Scobee,? 
however was able to develop fusion in 8 out of 10 
infants with congenital strabismus when they were 
operated upon at 1 year of age. The child’s health 
is often not considered. Foci of infection should be 
removed. Only too often parents have volunteered 
objective improvement in the deviation after re- 
moval of the tonsils. 

Examination and Procedure.—In infants the 
Hirschberg test is most useful. The Krimsky prism- 
teflex test is an accurate test for young children 
and some infants with amblyopia. However, the 
most accurate means to measure the ocular deviation 
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is by the screen parallax test with loose square 
prisms and this of necessity is applied to older 
children with reliable fixation in both eyes. The 
measurement of the deviation of the eyes in the 
six cardinal fields of gaze, in addition to the primary 
position, is a most necessary procedure. Guibor 
and Parks have developed an ingenious illiterate 
“E” chart for measuring near vision in which the 
“E’s” are 1/20th the size of those at 20 feet and 
this has proved an aid to measuring amblyopia. 
Feldman has described an instrument, the tele- 
scopic amblyoscope, which can be used for prog- 
nosis and for the training of patients with defective 
vision. 

In ascertaining retinal correspondence, we must 
remember that different tests do not always disclose 
the same or similar correspondence. The “after 
image test” may disclose normal correspondence 
and the synoptophore, abnormal retinal corres- 
pondence. The same test may at one time show 
abnormal retinal correspondence, and at another 
time normal correspondence. 


Treatment.—Our first concern in the treatment 
of concomitant strabismus is to get the child to use 
both eyes. Early in ophthalmology I was fortunately 
exposed to orthoptics as practiced in a large ophthal- 
mic clinic. However, present on the staff of this 
clinic were some ophthalmologists who gave this 
form of therapy little recognition or merit. They 
felt that muscle problems were best treated with 
glasses, unrefined occlusion and surgery, and this 
was not arrived at because of the inaccessibility of 
the patient to the clinic. I wish to emphasize now 
the importance of orthoptics in all concomitant 
muscle problems. Certainly as part of the original 
routine work-up of a case of concomitant strabismus, 
the orthoptic examination reveals much as to fusion, 
present, absent, or degree, the presence of retinal 
correspondence or abnormal correspondence and 
the degree of amblyopia. In my practice orthoptics 
greets the patient and bids him farewell, though it 
infrequently cures a patient’s deviation, per Se. 
Buiri remarked that patients with squints given 
orthoptic training with supportive measures improve 
much as do normal persons during any learning 
process involving complex neuromuscular control 
such as swimming. 

It is our experience that a patient is never too 
young to be submitted to examination. Especially 
if the infant is less than one year of age, repeated 
visits and observation will give enough data to 
determine whether glasses, prisms, atropinization, 
and occlusion are necessary and if so we institute 
these procedures immediately. As early as possible 
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orthoptics is started. Some children respond sur- 
prisingly well at 2’ years of age. These children 
are mentally mature and well disciplined by their 
parents with the parents acting in the capacity of 
teachers at home. To help us indoctrinate the 
parents we present them with a helpful pamphlet 
printed by the American Association of Orthoptic 
Technicians, called “A Brochure for Parents.” 


Orthoptics is a specialized educational procedure, 
training the child to see preferably with single 
binocular vision. Of necessity, in squints that start 
at an early age this is a long arduous schooling 
requring patience, sympathy and understanding. 
Even though orthoptic procedures may fail to 
change the angle of deviation they perform an 
admirable visual educational service to the patient; 
that is, in patients below seven years of age who 
may and do develop fusion. 


In those children with the onset of squint early 
in life and with amblyopia we find the presence of 
abnormal retinal correspondence in a goodly number 
of cases. This condition can be broken up in most 
instances. Though a six-week period of orthoptic 
training is considered sufficient to ascertain the 
possibility of success, we have finally achieved re- 
sults after a full year of patient struggle. This 
persistence does not mean that orthoptics offers 
the only means to correct abnormal retinal corres- 
pondence. At the Academy of Ophthalmology and 
Otolaryngology meeting last month Travers de- 
clared that operation was the only practical treat- 
ment of this condition. And, here it may be well to 
digress long enough to say that given a 1 to 2-year- 
old child with a negligible refractive error and 30 
diopters or more of deviation and, of course, in- 
ability to interpret observations, surgery is our 
choice of procedure followed by as much orthoptics 
as is acceptable and needed by the patient. Here, 
I am aware that Guibor would disapprove of this 
procedure. 


Complete occlusion of the fixing eye to establish 
alternation is the rule, and occlusion should be per- 
manent; for periods without occlusion do positive 
and well as negative harm, that is, the development 
of suppression or the development of abnormal 
retinal correspondence. It should be continued until 
such visual improvement has occurred as to make 
non-operative or surgical treatment worthwhile. A 
trial of two months is considered adequate to dif- 
ferentiate amblyopia of disuse irom the pathologic 
type. The dominance of the fixing eye seems to 
persist and single binocular vision may be partially 
suppressed at times. This condition is resisted by 
coating the spectacle lens of the better eye with 
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shellac or varnish which decreases vision and hel 
overcome foveal suppression of the Opposing ey 
and thereby to encourage single binocular visi 
Amblyopia has to be improved beyond 20/50 y 
establish all grades of fusion. Discernment ¢ 
minute, centrally spaced details with the amblyogj 
eye should always be insisted upon in training. Wig 
this in mind, Mildred Evan’s excellent work bei 
has proved most useful. 


The major amblyoscope, the synoptophore in oy 
office, gives best results in correcting abnom 
retinal correspondence, stimulating fusion and & 
veloping amplitude of fusion. The stereoscope j 
helpful under adequate supervision and with t% 
help of loose prism inserts to facilitate paralleig: 
of the visual axes. The top of the eyepiece shoul 
be cut away so that the observer can watch th 
patient’s eyes. The cheiroscope is one of the mos 
difficult of the common orthoptic instruments fr 
the patient to operate correctly, especially in jp 
tients showing early recovery of single binocuz 
vision. Finally, exercises devised to make the je. 
tient aware of physiologic diplopia, and with thi 
appreciation the practice of “framing of objec’ 
is most helpful. Knowing there are exceptions 
the rule, we feel that fusion is rarely obtained afte 
7 years of age. From then on we must be happy 
to obtain a cosmetic result only. Fusion will pr 
vent later deviations which are more prone ti 
develop when it is not present. 


Sattler and Guibor are our leading exponents i 
the use of prisms in glasses for the correction « 
muscle deviations while using orthoptic exerciss 
We employ prismatic glasses of strong degree 
stimulate bifoveal fusion, then decrease the 
strength progressively; base-out for patients wil 
esotropia, and explain their use to parents that ths 
is comparable to prescribing medicine with t 
prescription needing frequent refilling. 


Glasses are prescribed that contain the full or 
rection when the need arises, and in those patietl 
showing spastic types of accommodative converge! 
strabismus bifocals are of great help. Attention i 
called to the fact that all operative cases shout 
have a complete refraction in a reasonable tim 
following operation. I know of no way to tell hor 
much anisometropia is compatible with single bir 
ocular vision. 


Surgery should not be delayed too long, wait 
for orthoptic results, but should be instituted onc 
adequate trial of glasses, prisms, atropinizalit 
occlusion and orthoptics have been undertake 
Here may I say a word to express the thought tt 
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we err in our surgery upon the conservative side? 
Having been schooled in the era which never saw 
a complete tenotomy of an extraocular muscle, it is 
most difficult for me to think in terms of over- 
correction. However, if all my muscle cases after 
surgery and stability of correction could be meas- 
ured, undercorrection would be the rule. Surgical 
principles should not be disregarded. The internal 
recti should not be recessed farther than 3.5 to 4.0 
mm. as shown by Lancaster so that we may preserve 
the arc of contact with the globe and preserve con- 
vergence. The convergence near point is the crux 
of the concomitant convergent strabismus problem; 
always strengthen weak convergence and weaken 
excessive convergence. The ideal surgical procedure 
for esotropia is a recession of one internal rectus 
and resection of the homolateral external rectus. 
Similar operations upon patients with squint yield 
a variety of results; however preoperative measure- 
ment of the squint should be made to determine 
the amount of operative interference. This pre- 
operative estimate of necessary millimeters of re- 
cession or resection or both may of necessity be 
changed at surgery when under deep general anes- 
thesia the further tests reveal anatomical anomalies 
not anticipated to be dealt with. Our average cor- 
rection for esotropia of 40 diopters was a 4-mm. 
recession of the internal rectus with a 10-mm. re- 
section of the homolateral external rectus. Again, 
the variable here is one with age; the younger the 
patient the less the amount of surgery needed to 
care for the deviation, while the older patient needs 
more surgery. The same operation will produce 
more correction in the case with 60 diopters of 
deviation than in the case with 30 diopters. 


In dealing with children it is well to remember, 
that the young growing mechanism has an inherent 
tendency to correct itself with a minimum of sur- 
gical help. Patients with fusion need less surgery 
than those in whom only a cosmetic result can be 
obtained. However, the work of Townes and sub- 
sequent observations have proved one seemingly 
paradoxical fact, that is: phorias require just as 
much surgery or more than identical amounts of 
tropia. 

In alternating esotropes both Dunnington and 
Post have attempted to improve their surgical re- 
sults by the following procedure: if the patient uses 
the right eye for fixing to the left and the left eye 
when looking to the right, usually has no over- 
activity of the medial recti and the convergence near 
point is beyond 40 mm., then recess only one in- 
ternal rectus and resect the external rectus of the 
same eye. On the other hand, if the patient uses 
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the right eye when looking right and the left eye 
when looking left, the medial recti may be assumed 
to be overacting and a bilateral recession of these 
muscles is in order. Always the alternators need 
more surgery than the monocular squints. 

In multiple muscle anomalies, as in combined 
lateral and vertical defects, correct principal de- 
fects first. The vertical deviations are less obvious 
than the horizontal ones. The muscles effecting 
the greater deviation should receive first attention. 
No set rule should be followed to correct horizontal 
or vertical deviations first in all cases. However 
it is important to remember that correction of the 
lateral deviation in cases in which there is also a 
vertical component may either increase or decrease 
the latter, depending upon the muscle involved. 


Surgery of the obliques brings us to the question 
of whether the underacting oblique should be re- 
sected or the yoke muscle recessed.2* I have ar- 
rived at no preference here. Inferior obliques are 
best recessed at their insertion to correct an over- 
action, but caution should be exercised for Fink‘ 
has shown the innumerable anomalies of insertion 
of this muscle. Exotropia and exophoria are best 
treated surgically and respond to treatment in like 
manner to esotropia and esophoria. Diagnosis is, 
of course, important in muscle surgery and it goes 
without further comment, that to operate without 
adequate diagnosis is unpardonable. 


Surgical Technic.—The surgical technic we have 
found most successful incorporates the following 
principles: wide incision with maximum exposure 
of the muscle, and adequate conjunctival closure 
leaves no readily seen scar. The muscle sheaths are 
preserved encasing the muscle and, for this reason 
and others, tucks and the O’Connor cinch have no 
place in muscle surgery. Anatomical anomalies and 
check ligaments are cut in an orderly manner, and 
extensively, so that the isolated muscle will show 
elasticity and retraction into the orbit. The muscles 
should be sutured so that they are well spread out 
in their new position. Only two procedures are 
used on all muscles, namely, recession and resection. 
In recession no portion of the muscle is sacrificed; 
it is unwise to resect a portion of sclera in this 
maneuver. The sutures, of course, are placed 
through the very distal tendinous edge of the 
muscle. The ideal suture is plain catgut, 3-0 for 
resection, 4-0 for recession. Chromic catgut is to 
be avoided for its untimely reactions and silk has 
been discontinued because of the necessity of post- 
operative removal. The method of applying sutures 
which we have adopted is that of Prangen in which 
all knots are tied cutside of the conjunctivae. All 
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muscle surgery should be done under general anes- 
thesia; stretching an extraocular muscle under local 
anesthesia is painful, then too, deep general anes- 
thesia tests the theories of Adler in which cortical 
and subcortical impulses to nuclear centers are 
knocked out and this is a most useful diagnostic aid. 
We should be radical in reconstructing muscles, 
preferably plan to overcorrect, and usually we end 
with an undercorrection or a good result. 
Postoperative care involves the application of an 
elastic compression bandage and an ice glove to 
suppress tissue edema and hyperemia. Atropine 
per se is of no value; later it may be useful in under- 
corrections to paralyze accommodation, as an aid 
to parallelism of the visual axes. Bandaging of the 
operative eye alone suffices, and this only for a 
period of postoperative reaction, unless, of course, 
occlusion is necessary and then this is incorporated 
in active orthoptic training periods. Horror of 
fusion occurring postoperatively is most rare. A 
postoperative interval of five months will disclose a 
variety of changes in the ocular muscles and the 
deviation. Therefore, any thought of further surgi- 
cal correction prior to that time should be deferred. 


CONCLUSION 


In conclusion, no statistical analysis of our cases 
was presented, but rather abstracts of the best 
methods for handling our cases which have lead us 
to a far more successful therapy of concomitant 
strabismus then we formerly had. Though I have 
championed orthoptics in the role of an ocular 
education program, I can readily follow Chavasse® 
when he said, 

“We need no longer vainly gesticulate before the fireless 
alter of defect of the fusion faculty as the cause of 
strabismus, than we need to be content to regard lameness 
as a defect of the walking faculty.” 

The role of anatomical abnormalities in concomi- 
tant strabismus makes that entity very similar to 
lameness. At surgery, I am influenced by Scobee’s 
writings because of the frequent finding of anatomi- 
cal anomalies. If there were only one operative 
procedure available, a recession would be most 
useful in the surgical correction of concomitant 
strabismus. 
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DISCUSSION (Abstract) 


Dr. J. Wesley McKinney, Memphis, Tenn. —Dr. Benkwith 
has given us an excellent bird’s-eye view of a tremendoys 
subject. I should like to open the discussion with a fey 
remarks on a segment of it, namely: the surgical diagnos 
and treatment of convergent strabismus. As a background 
for this discussion I reviewed one hundred consecutiye 
private cases. Operations performed were recession of the 
internus combined with resection of the externus on the 
same eye or recession of both internal recti. A_ recession 
of a single internus or resection of an externus were per. 
formed for very low degrees of squint. 


The surgical diagnosis is the most important part of the 
operative treatment of strabismus. Whether a resection. 
recession or bilateral recession is to be done and how much, 
should be determined before the operation. I cannot agree 
with those who base any part of the operative procedur 
on the appearance of the eyes under anesthesia or on the 
size and apparent strength of muscles and so-called anoma- 
lies of the check ligaments. It is a well-known fact that 
local or general anesthesia profoundly upsets the normal 
neuromuscular relationship. For this reason the position of 
the eyes under anesthesia either before or after surgery is 
meaningless in predicting the outcome. Furthermore no 
accurate measurements of the effects of anesthesia can be 
made. 


On the other hand, tests made preoperatively are measure- 
ments of neuromuscular relationships of the individual as 
they exist in his daily life. 

Significant anomalies of the check ligaments are rare and 
if present, can be determined by observation of the mon- 
ocular and binocular rotations during the preoperative 
examination. 

It is my opinion, therefore, that the type of operation 
and how much is to be done on each muscle should bk 
planned beforehand. 


The surgical treatment is based upon six factors: (1) 
age of the patient, (2) the fixing eye or eyes, (3) mon- 
ocular and binocular rotations, (4) the angle of deviation 
measured on the perimeter and with prisms, (5) the angle 
Kappa, and (6) the near point of convergence. Such 
considerations as the state of fusion, presence or absence 
of normal retinal correspondence, and amblyopia play 4 
minor role in determining the operative procedure although 
they determine whether the correction is to be functional 
or purely cosmetic. 


The angle of deviation often varies from time to time 
and, therefore, should be measured on two or preferably 
three occasions. Measurements are made for distance and 
near and together with the near point of convergence 
indicate whether convergence excess or divergence insuffi- 
ciency predominates. 

If convergence excess predominates, it is my observation 
that bilateral recession of the internal recti gives the most 
predictable and best functional as well as cosmetic results. 
It is theoretically preferable to limit the recession of each 
internus to 3% millimeters but as a practical consideration 
it is impossible to correct a high degree of squint with 
marked convergence excess unless the interni are adequately 
recessed. I have on a number of occasions recessed both 
interni to the equator and found the near point of con- 
vergence postoperatively to be 7 cm. 
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Divergence insufficiency is much less common and it is 
here that the resection-recession operation is indicated. By 
this means the operative intervention is concentrated upon 
strengthening the divergence. Just enough recession of the 
internus is done to assure correction of the angle of devia- 
tion. In squints below 10 degrees resection of the externus 
alone is indicated. 

A final consideration is the operation itself and the post- 
operative measurements. It is extremely important that a 
measured amount of resection and recession be done. If 
measurements are made from the same points and the 
operation is performed in the same way on each case it is 
possible for the surgeon to review his cases and compare 
his results. Postoperative measurements of the remaining 
phoria and the near point of convergence complete the case 
from the surgical standpoint. 

It is my contention that, if sufficient attention is paid 
to the detail of preoperative, operative and postoperative 
measurements, failure to correct a case of convergent 
strabismus in a single operation should be very unusual. 


Dr. Edward W. Griffey, Houston, Tex.—I should like to 
ask Dr. Benkwith if he would mind telling us a little bit 
of the economics of orthoptics. 

I have been in Houston, which is supposed to be the 
richest town in the world, for 22 years, and my patients 
actually pay me $150 for the surgery, preoperative and 
postoperative care that go with it, if it is an operative case. 
They are not willing or able to do much orthoptics, and I 
have not the time and you have not the time to do it in 
your offices, yourselves. 

Do you employ a technician for orthoptics? When can 
you pay this person to keep him or her happy? I should 
like to have you tell me a little about the economic side 
of the orthoptics program that you propose, Dr. Benkwith. 


Dr. Benkwith (closing) —Answering Dr. Griffey’s ques- 
tion, I have always felt that the orthoptic technician, or 
the equivalent to that, which I have in my office, should 
work in the ophthalmologist’s office. Most of us are not 
so fortunate as Dr. McKinney, to practice in Memphis, 
where they have a huge orthoptic clinic at no expense to the 
doctor, and the opticians in the city take care of the expense 
of operating the clinic. 


I have a person in my office now, of two years’ standing. 
She is self-trained, and trained under instruction from me 
and also from books and periodicals I have placed at her 
disposal. She is a college graduate who majored in speech. 
She is interested in children. 

In orthoptics one has to put up with children. They 
wear one down, and when one is busy trying to see patients 
and meet expenses, he has not the required patience or 
time for children. The technician gets them in her room 
and makes them see the images as they should be seen and 
works on them intently, understandingly and with patience. 

I pay her probably a little better than a good secretary’s 
salary, She does not do orthoptics full time, but she sees 
six or seven patients a day during the five days we are in 
the office. This arrangement seems to work out well for us. 

There are points that will come up where the orthoptic 
technician needs the doctor’s advice and both need to 
consult often about the patients. Richard Scobee very 
appropriately said the ophthalmologist cannot turn a 
Patient over to an orthoptic technician and have her tell 


him when and how much surgery he should perform. It 
is the ophthalmologist who has the necessary training and 
knowledge, rather than the orthoptic technician. The 
ophthalmologist should make all decisions. 
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THE ACUTE ABDOMEN* 


By TuHorek, M.D., F.A.C.S. 
Chicago, Illinois 


The subject of the acute abdomen will always 
present an interesting challenge to the practitioner 
and surgeon alike. I have examined charts from the 
surgical services at the Cook County Hospital for 
a period of ten years, the purpose being to deter- 
mine which diseases are most frequently mistaken 
in the acute abdomen. To my surprise I did not 
find fifty or seventy-five conditions which confuse 
us, but rather six outstanding ones that we mistake 
most frequently. These six conditions are: 

(1) Acute appendicitis 

(2) Acute cholecystitis 

(3) Perforated peptic ulcer 

(4) Acute hemorrhagic pancreatitis 

(5) Renal colics 

(6) Coronary occlusion 

There is a seventh disease which deserves special 
consideration, namely, salpingitis. Acute or chronic 
salpingeal disease is frequently associated with a 
perihepatitis which produces pain in the right upper 
quadrant (pseudo-gallbladder pain). Because of 
this, gallbladder explorations and other surgical 
procedures have been done in cases of salpingitis, 
resulting in danger to the patient and embarrass- 
ment to the surgeon. 

To make a diagnosis one must have a simple and 
workable plan in mind. Our plan consists of four 
headings, namely, history, present symptom com- 
plex, physical examination and laboratory data. 
This routine has served us well and we utilize it 

daily. 
ACUTE APPENDICITIS 


The more one sees of acute appendicitis, the more 
one respects the condition. The statement “only an 
appendix” is indeed a dangerous one. This condi- 
tion is most frequently found in individuals under 
the age of forty and is somewhat more common in 


*Read in Section on General Practice, Southern Medical Associa- 
tion, Forty-Third Annual Meeting, Auspices Campbell-Kenton County 
Medical Society of Northern Kentucky, held in Cincinnati, November 
14-17, 1949. 

*From the Departments of Surgery of the University of Illinois, 
Cook County Graduate School of Medicine, Cook County Hospital, 
American Hospital and Alexian Brothers’ Hospital. 
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males. It will be recalled that gallbladder conditions 
appear most frequently after the age of forty. The 
story the patient relates is usually quite sterotyped. 
To put it in his language: “Something I ate gave 
me a belly-ache.” This is his way of describing 
acute epigastric distress. When he gets this “belly- 
ache” he often attempts to obtain relief with either 
a cathartic or an enema. Within the first twenty- 
four hours his “belly-ache” becomes a soreness low 
on the right side. His acute epigastric distress has 
become localized to the right lower quadrant. 
The “two-question test” is both useful and time- 
saving. Question 1—‘Where was your pain when 
, it started?”; to this interrogation the patient points 
to his entire abdomen. Question 2.—‘Where does 
it hurt you now?”; he then points to the right lower 
quadrant, usually McBurney’s point. This simple 
method of having the patient demonstrate diffuse 
pain which localizes to the right lower quadrant 
will diagnose the large majority of cases of acute 
appendicitis. 

Nausea and vomiting have been impressed upon 
us as being associated with appendicitis. This is the 
exception and not the rule. Anorexia, or loss of 
appetite, is more constant and more important than 
either nausea or vomiting. Anorexia, nausea and 
vomiting are three degrees of one symptom; ano- 
rexia is the mildest form and is associated with mild 
distention of the appendix; nausea, the middle de- 
gree, is due to moderate distention; and vomiting, 
the maximum degree, is found in greatly distended 
appendices. The most common symptom in acute 
appendicitis is anorexia, and if the patient says that 
his appetite is not altered we doubt the diagnosis of 
an acute appendix. Two complaints which are ex- 
tremely rare in acute appendicitis are diarrhea and 
chills. These are probably found in less than one 
per cent of the cases. Constipation is the rule. 


Fever is not an early finding in acute appendi- 
citis; in fact, if present it is suggestive of peritoneal 
soiling. It is true that cases of acute appendicitis 
may have a fever of 102 or 103,° but these are no 
longer cases of appendicitis; they are cases of far 
advanced peritonitis. Children prove the exception 
to this rule. If appendices could be operated upon 
when the temperature is below 99° the mortality 
would be very low. 


Acute appendicitis does not give right rectus 
rigidity. Although the reverse is taught in many 
‘schools and textbooks, this point should be clarified. 
It is impossible for an individual to contract his 
right rectus muscle without contracting the left; 
therefore, when pressure is made upon an inflamed 
area, both rectus muscles contract. When only one 


rectus is rigid it suggests an underlying mass, such 
as a tumor or abscess. When both recti contract to 
pressure it should be considered “muscular defense” 
rather than right or left rectus rigidity. The impor. 
tance of this bears emphasis when we realize that 
diagnosis, treatment and prognosis may depend 
upon the presence of right rectus rigidity or simple 
muscular defense. 

The iliopsoas and obturator signs are not signs 
which diagnose acute appendicitis, but rather locate 
an acute appendix. Probably a misconception has 
arisen because these signs are usually discussed 
under the heading of acute appendicitis; they may, 
however, be produced in other disease. The right 
iliopsoas sign is elicited by placing the patient on 
his left side and hyperextending the right leg. If 
positive, pain is produced over the iliopsoas fascia 
which will be manifested in the region of the right 
lower quadrant. In the presence of a history of 
acute appendicitis this would signify that the in- 
flamed appendix is overlying the iliopsoas fascia 
and is retrocecal. A positive obturator sign will 
locate an inflamed pelvic appendix. It is conducted 
in the following way: with the patient on his back 
the thigh is flexed upon the abdomen and the leg 
upon the thigh; the leg is then abducted. This 
causes internal rotation of the thigh and stretches 
the obturator internus muscle. If this produces pain 
it is diagnostic of a fasciitis involving the obturator 
fascia, which could be caused by an inflamed tube, 
appendix, ovarian cyst, or other condition. If the 
patient elicits a history of acute appendicitis with 
a positive obturator sign, we conclude that the 
appendix is low-lying and in the pelvis. Rovsing’s 
sign is also helpful. It is elicited by pressing over 
the colon, the colonic gas which has been pushed 
to the right will produce pain over the cecal region; 
this is quite diagnostic of acute appendicitis. 

Routine be-digital examinations are done; at 
times an acute appendix or appendical mass may be 
felt. Late and neglected appendices may produce a 
pelvic abscess which points rectally or vaginally, 
and this examination reveals the proper site and 
time for incision and drainage. 

The laboratory data usually consists of a white 
blood count and a urinalysis. More important than 
the white blood count or urinalysis is a differential 
blood count; this is easy to do and is more accurate. 
If the polymorphonuclear count is high, we assume 
that an acute infectious process is present; a high 
“poly” count in the presence of a low white count 
means a poor prognosis. The urinalysis is usually 
negative but may be misleading; a few red cells in 
the urine are not pathognomonic of renal disease. 
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Negative urines have been recorded where a renal 
stone completely blocks the ureter so that no blood 
or pus can pass into the bladder. 


ACUTE CHOLECYSTITIS 


The dictum that certain types of people are pre- 
disposed to certain types of diseases seems to be 
correct. The gallbladder type is described as fair, 
fat and forty, usually being a female in the third or 
fourth decade and somewhat obese. There is always 
an exception to the rule; hence, the most fulminat- 
ing hydrops of the gallbladder on our service was 
seen in a young, thin boy of sixteen. The age of 
forty is related to a previous history of pregnancy, 
and this is theoretically explained in the following 
way: the average woman has her children in the 
second decade of life and while pregnant she de- 
velops a physiologic hypercholesterolemia. Some of 
this cholesterol deposits on the mucous membrane 
of the gallbladder, forms polypi which break off and 
become the nuclei for stones. It may take from ten 
to twenty years for gallstones to attain any appre- 
ciable size, so that by the time she reaches her 
fourth decade the stone is large enough to obstruct 
or irritate. Nulliparous women can also have gall- 
stones or gallbladder disease, but this too, is the 
exception and not the rule. 

The history of recurrent attacks of abdominal 
pain in a middle aged female, so severe that the 
physician must administer a sedative, is an acute 
galibladder until proved otherwise. Acute appendi- 
citis does not require morphine; renal colics will be 
differentiated presently, and coronary occlusion is 
rare in the female. One of the most unusual lesions 
noted in the female is a perforated peptic ulcer. 
The gallbladder patient also presents a previous 
history of “selective dyspepsia.” By this we mean 
that there are certain specific foods that she cannot 
tolerate. There are four primary offenders among 
these foods: they are fried and fatty foods, raw 
apples, cucumbers and cabbage. The patient does 
not use the term “dyspepsia,” but describes this 

distress as the two “B’s”: namely, bloating and 
belching. To summarize and describe the gall- 
bladder patient one may use an alliteration and say 
that she is the patient with the seven “F’s”: she is 
the fair, fat, fertile, flatulent, flabby, female of forty. 


The complaint is one of pain, and it is important 
to determine the type of pain which is present. A 
constant pain is due to edema, but colicky pain is 
caused by obstruction. This is one of the factors 
which indicates whether the case should be treated 
conservatively or surgically. It is unwise to treat 
an obstructed lesion conservatively since these are 
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cases which result in early gangrene and perforation. 
Morphine should not be used in gallbladder disease 
because it is a smooth muscle contractor, and since 
the gallbladder is a smooth muscle organ one should 
not administer a medicament which would stimulate 
its activity. By increasing muscle tonus, morphine 
may actually aggravate or provoke gallbladder pain 
and colic. One should not say, however, that the 
drug must never be used in gallbladder disease, since 
it stili has its place, namely, to prevent shock. These 
patients are treated first with nitrite therapy. One 
breaks an amyl nitrite bead and lets the patient 
inhale the vapors; 1/100th grain of nitroglycerin 
is placed under the tongue, and 3 grains of sodium 
“amytal” or any other barbiturate is given by 
mouth. If this gives no relief we administer a hypo- 
dermic which consists of 100 mg. of “demerol’”’ and 
1/100th grain of nitroglycerin. Should these meas- 
ures fail, antispasmodic therapy with such drugs as 
papaverine or aminophylline is tried. Morphine is 
used only after all other measures have failed. 

Gallbladder pain is usually located under the 
right costal margin, but may be referred to the 
stomach since these two organs originate from the 
same embryologic segment. The stomach responds 
to this stimulus in one of these types of gastric 
spasms: (1) pylorospasm, (2) midgastric spasm 
and (3) cardiospasm. If a pylorospasm is produced 
the gallbladder condition might be confused with 
peptic ulcer; if midgastric spasm results, a stomach 
carcinoma may be erroneously diagnosed; and if 
associated with cardiospasm, the pain appears on 
the left (pseudo-coronary pain) and coronary dis- 
ease may incorrectly project itself into the diagnostic 
picture. 

Referred pain should not be confused with radia- 
tion of pain. By radiation we mean that gallbladder 
pain, located under the right costal margin, may 
radiate along the path of the seventh intercostal 
nerve to the inferior angle of the right scapula, or 
the interscapular region. Gallbladder pain, there- 
fore, cannot radiate to the right shoulder. Shoulder 
pain is an entirely different mechanism which in- 
volves the phrenic nerve and is indicative of 
peritonitis. When a gallbladder patient has true 
shoulder pain a diagnosis of gangrenous or ruptured 
gallbladder with biliary peritonitis should be made. 

Temperature, pulse and respirations are included 
under the heading of physical examination. The 
patient with an acute gallbladder has an early high 
fever, hence, a temperature of 102° is not unusual 
within the first twelve to twenty-four hours of acute 
cholecystitis. The early fever is explained by the 
absence of a submucosa. Since this tough resisting 
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layer is lacking, there is greater chance for early 

contamination and absorption in the peritoneal 

cavity. The patient has a pulse which is increased 
according to the temperature; therefore, for every 
degree rise in fever there will be approximately a 
ten beat increase in pulse rate. Respirations are 
slightly increased because breathing is painful. This 
is due to the fact that the inflamed gallbladder rubs 
against the sensitive parietal peritoneum; because 
of this, acute gallbladder disease may be confused 
with pneumonia or pleurisy. 

Although pain, a symptom, may be referred any- 
where along its nervous path, tenderness, a physical 
finding, remains at the site of pathology. This is 
an excellent diagnostic rule having few if any excep- 
tions. The tenderness of gallbladder disease will be 
located in the region of the right costal margin. 
If it is most marked on a level with the umbilicus, 
it may be difficult to determine whether the condi- 
tion is an inflamed, low-lying gallbladder or an 
acute high-lying retrocecal appendix. Two ways aid 
in the differentiation of these two conditions. First, 
we recall that the normal abdomen reveals a tym- 
panitic note to percussion in all four quadrants. If 
the tenderness opposite the umbilicus is due to an 
inflamed gallbladder, we assume that the organ is 
unusually large or that a ptotic liver with an in- 
flamed gallbladder at its free border is present. 
This would cause an obliteration of the normal 
tympany in the right upper quadrant and in its 
place the percussion note would be one of dullness 
or flatness. If the patient presents tenderness on the 
level with the umbilicus and retains normal tympany 
in the right upper quadrant, this would point to a 
high-lying retrocecal appendix. Another method of 
differentiating the gallbladder and appendix is by 
means of Ligat’s test. This test locates areas of 
hyperesthesia over an inflamed organ. If the tender- 
ness is due to gallbladder disease an area of hyperes- 
thesia (elicited by picking up the skin and letting 
it drop) is present from the umbilicus upward to 
the right costal margin. If the tenderness is due to 
an acute appendix, the area of hyperesthesia will 
be found from the umbilicus down to Poupart’s 
ligament. 

A rectal examination is done as a routine in every 
physical examination. More important than the 
rectal or vaginal examination is a so-called bi-digital, 
which is conducted by placing the index finger in 
the vagina and the middle finger in the rectum with 
the perineum in between. This will immediately 
orient the examiner and adnexal disease will be 
revealed. 


A flat x-ray film should be taken in every acute 
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abdominal condition. One may determine whether 
a calcified gallbladder or visible stones are present, 
It also gives an indication as to whether or not the 
liver is enlarged or ptotic. Routine laboratory tests 
are done. 


PERFORATED PEPTIC ULCER 


This condition is rare in females. Usually a pre. 
vious history of peptic ulcer or hemorrhage can be 
obtained, but the onset may be with perforation. 


The patient says that he was seized with a sudden 
pain, usually after eating; this was so severe that 
it doubled him up. The classical picture of per- 
forated peptic ulcer with board-like rigidity and a 
shock-like syndrome is too well known to bear 
repetition. Two signs which should be sought for in 
every case, however, are: (1) the findings with 
auscultation, and (2) the presence of a pneumo- 
peritoneum. Auscultation reveals an absolutely 
silent abdomen when an ulcer perforates, leaks and 
soils the peritoneal cavity. This is not new, since 
the late J. B. Murphy stressed the importance of 
this finding many decades ago. When intestinal 
sounds are present, the diagnosis of perforated 
peptic ulcer is remote. There are exceptions, and 
one of these will be discussed presently under the 
subject of forme fruste ulcer. The next sign which 
helps clinch the diagnosis is the demonstration of 
a spontaneous pneumoperitoneum. Normally a 
magenblase or stomach air bubble is present. When 
an ulcer perforates, this air bubble escapes into the 
general peritoneal cavity, and can be demonstrated 
either by percussion or with the fluoroscope; the 
latter is by far the more accurate. The patient is 
placed on his left side so that the free air bubble 
may gravitate upward between the liver and the 
right hemidiaphragm. By so doing, the liver is dis- 
placed downward and is separated from the dia- 
phragm. Normally the liver hugs the diaphragm 
and no air space is visible between them. If this 
air is of an appreciable amount, normal liver dull- 
ness is obliterated and in its place a tympanitic note 
is produced by percussion. The sign is easy to 
demonstrate, quite pathognomonic of perforated 
peptic ulcer, and present in about 70 per cent of 
all cases. 


The forme fruste ulcer deserves special mention. 
The term refers to a pin-point perforation in the 
stomach or duodenum which is immediately sealed 
over by muscular contraction or by the overlying 
liver. Therefore, the spillage is minimal and the 
amount of peritoneal soiling is small. Such patients 
may experience a sudden sharp pain in the epigas- 
trium, but the typical physical findings are lacking. 
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This patient may be able to straighten up and walk 
about. Abdominal sounds are usually present and 
the air bubble may remain intragastric, having had 
no chance to leave the small perforation. These 
patients, therefore, present a misleading picture and 
have been misdiagnosed. However, with the inges- 
tion of their next meal they usually re-perforate and 
then present the typical findings. 


The temperature, pulse and respirations will de- 
pend upon whether or not shock is present. Most 
perforated peptic ulcers present a shock-like picture 
which varies in its intensity. The shock associated 
with perforated ulcers resbonds rapidly to therapy. 
Within a few hours, the classical picture of per- 
itonitis develops with the associated increase in 
temperature, pulse and respiratory rate. 

The contents from a perforated ulcer may pass 
downward along the so-called “paracolic gutter of 
Moynihan,” pool around the appendix and produce 
exquisite tenderness at McBurney’s point. The 
diagnostician must then be on his guard, since such 
a history would suggest an epigastric distress with 
localization to the right lower quadrant which could 
be confused with an acute appendix. Upon ex- 


ploratory operation, free fluid will be found in the 
peritoneal cavity with all signs of a peritonitis, and 


a red and injected appendix seen and removed. 
These patients usually die if the leaking ulcer is 
overlooked. This catastrophe can be avoided if, 
before closing the abdomen, the appendix is opened 
and the mucous membrane examined. Since acute 
appendicitis starts in the lumen of the appendix and 
travels outward, a normal looking mucous mem- 
brane would suggest searching elsewhere for the 
cause of the peritonitis. 

Laboratory data include the flat x-ray film which 
has been discussed under the subject of spontaneous 
pneumoperitoneum. Routine blood count and urin- 
alysis are done. Some of these patients might have 
bled, and although perforated ulcers are known not 
to produce massive hemorrhage, signs of a secondary 
anemia may be present. 


ACUTE HEMORRHAGIC PANCREATITIS 


It is important to recall that this disease may 
appear in one of two forms: either acute edematous 
pancreatitis or hemorrhagic pancreatitis. The for- 
mer presents a mild clinical picture, but the latter 
which is associated with fat necrosis and occasion- 
ally a hemorrhagic peritonitis produces a fulmi- 
hating one. The acute edematous form usually 
Improves rapidly without therapy within 48 hours, 
but hemorrhagic pancreatitis gets progressively 
Worse and often requires surgical intervention. It 
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is the hemorrhagic type, therefore, which is impor- 
tant to identify and treat promptly. 

Although the etiology of pancreatitis is unknown, 
there seems to be a mechanical factor which is as- 
sociated with spasm, stones, swelling and stasis. 
The patient who develops acute pancreatitis is 
usually of the same type that develops gallbladder 
disease, therefore, the condition is more common in 
women, rarely occurring before the age of forty, and 
is seen in stout people. The ratio of colored to white 
is 1 to 50. The attack usually follows the ingestion 
of a heavy meal. The pain is dramatic, sudden and 
excruciating; it is felt in the epigastrium, and radi- 
ates into one or both loins. In this way pancreatic 
pain radiation resembles an inverted fan. When the 
patient sits up or lies on his abdomen, the pain is 
relieved, and it is aggravated when he is on his back. 
Hence, in most pancreatic conditions, be they 
tumors or inflammations, the patient is usually 
found lying on his abdomen or in a sitting position. 
Reflex vomiting or retching almost always occur; 
emesis which is truly reflex in nature is never 
feculent. 


Physical examination reveals a patient who is 
usually in shock with cold and clammy extremities, 
subnormal temperature, and a rapid, thready pulse. 
Local epigastic tenderness is almost always present 
and is associated with a type of muscular defense 
which is localized to the same area. The rigidity is 
not truly board-like in nature, and the tenderness is 
most marked midway between the umbilicus and the 
xiphoid. An occasional finding is ecchymosis in one 
or both loins, or at times around the umbilicus. This 
is due to extravasated blood which finds its way 
around the retroperitoneal space and presents itself 
as greenish yellow or purplish discolorations. This 
finding, however, takes two or three days to appear. 
Mild jaundice is present in about half of the cases; 
this is explained by the fact that the common duct 
is pressed upon by a swollen head of the pancreas. 
Abdominal auscultation usually reveals a quiet but 
not silent abdomen. 


Laboratory findings may be helpful in the di- 
agnosis. An increase of serum amylase is specific 
in the acute phase, although a normal reading does 
not rule out acute pancreatitis. Polowe has em- 
phasized the importance of determining the blood 
amylase activity in terms of cuprous oxide precipita- 
tion. He has shown that moderate to marked blood 
amylase activity is almost always associated with 
diseases of the pancreas, and normal or decreased 
blood amylase almost always excludes pancreatitis. 
Hypoacalcemia is usually present and the level 
found is usually below nine. A flat x-ray film of the 
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abdomen may reveal a separation of the upper and 
lower limbs of the duodenum brought about by an 
edema of the head of the pancreas. This latter 
finding is unusual. 


RENAL COLICS 


Stones are not the only substance which produce 
renal colics, since the same syndrome may be pro- 
duced by a small blood clot, inspissated pus, uratic 
debris, or a kinking of the ureteropelvic junction in 
a ptotic kidney. 

The condition is more common in males, and the 
patient may reveal a history of previous attacks, a 
hereditary influence, a story of gout, or parathyroid 
disease. 


The patient complains of a sudden pain which 
starts in the lumbar region and radiates to the 
testicle, vulva or the inner aspect of the thigh. With 
this pain he becomes extremely restless and thrashes 
about. A patient who is experiencing a colic is 
restless and moves about, but one who has a 
peritonitis lies perfectly quiet and resents being 
moved. Vomiting is a common symptom, as is a 
frequency of urination. During the act of micturi- 
tion the pain may be altered. 


Physical examination rarely reveals any elevation 
in temperature, but extremely characteristic of the 
condition is a bradycardia. It has ofttimes been 
stated that when a patient with an acute abdomen 
has “a clean tongue and a slow pulse” he has a renal 
colic until proved otherwise. Tenderness is most 
marked in the region of the twelfth rib of the in- 
volved side, and to elicit this finding it is un- 
necessary and cruel to utilize any type of “punch” 
test. The tenderness is so exquisite that mild per- 
cussion will demonstrate it. We prefer to use the 
term “Murphy tap” to “Murphy punch.” A zone of 
hyperesthesia is usually found posteriorly at the 
level of and slightly below the twelfth rib. If this 
area is anesthetized with procaine, the hyperesthesia 
and pain disappear. 

A flat x-ray film may reveal a stone if it is 
present, but this is not reliable since non-opaque 
substances may also produce kidney colic. An in- 
travenous pyelogram can be made without disturb- 
ing the patient, and if necessary, the films can be 
taken at the bedside with the aid of a stationary 
grid. The significant finding for a diagnosis of a 
stone in the ureter is the anuria which may be 
present on the affected side; the opposite side shows 
normal excretion. The kidney on the affected side 
usually appears increased in density since the dye 
in these tubules is more concentrated. This finding 
is sufficient for diagnosis of non-opaque stones in 
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the ureter. A catheterized specimen of urine us 
reveals pus, blood and albumin. The presence 
absence of pus and blood in the urine is not path. 
ognomonic since a stone may completely block the 
ureter and result in a normal urine. On the othe 
hand, an inflamed appendix may be attached tp 
the ureter, kidney or bladder, resulting in a secong. 
ary ureteritis, nephritis or cystitis with an associate 
hematuria. In such instances the laboratory repor 
may actually be misleading. 


CORONARY OCCLUSION 


Although this belongs to the realm of the interis, 
the general practitioner as well as the surgeon muy 
be on his guard to avoid the fatal error of confusing 
an acute coronary disease with an acute abdomind 
condition. 


Men are most susceptible to this condition, and 
it is usually found in those past the age of forty, 
A previous history of dyspnea or pain in the chest 
during exertion or excitement may be elicited. Th 
attack is sudden, with severe pain in the chest which 
radiates out the left arm towards the abdomen o 
both shoulders. There is a sense of impending 
death with severe fright which usually supersedes 
the complaint of pain. The radiation may also ke 
toward the epigastrium, so that the examiner's atten- 
tion is directed to the abdomen rather than th 
chest. A usual complaint during such an attack i 
one of “indigestion.” Although the pain of acute 
coronary disease may occur in the abdomen, it does 
not become localized; hence, no area of local ab 
dominal tenderness is ever found. Marked a 
dominal distention may be present in coronary 
disease, but muscle defense or rectus rigidity ar 
lacking. In abdominal catastrophes the patient lie 
perfectly quiet, but the coronary patient resembles 
the colic patient in that he is restless and tosses 
about. The acute cardiac patient presents veins in 
the neck which are distended and full, in contrast 
to the patient with the surgical abdomen who my 
appear pale and bloodless. Signs of impaired cir 
culation are usually present, such as dyspnea, 0 
thopnea and cyanosis. Auscultation will usually 
reveal rales in both bases due to pulmonary ct 
gestion. Cardiac enlargement, feeble heart sounts 
and occasionally a pericardial friction rub may bt 
found. During auscultation of the abdomen, nomul 
intestinal sounds will be heard which are absel 
or diminished in cases of peritonitis. 


Positive electrocardiographic findings are pathos 
nomonic, but one is not always fortunate enoug 
to have an electrocardiogram handy. A leukocytes 
may be present some hours after the disease takes 
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place, and the urine is usually negative unless there 
js associated renal disease. 

We realize that many other conditions at times 
require differentiation in the acute abdomen, among 
them strangulated herniae, regional ileitis, mesen- 
teric lymphadenitis, mesenteric thrombosis, rup- 
tured ectopic pregnancy, ruptured graafian follicle, 
jleocecal tuberculosis, vasitis, torsion of the omen- 
tum, volvulus, intussusception, and so on, ad in- 
finitum. However, when one misses one of these 
unusual conditions he does not feel quite so re- 
sponsible or guilty as he would having missed one 
of the forementioned “Big Six.” 


25 East Washington Street 


MODERN TRENDS IN THE TREATMENT 
OF PELVIC ENDOMETRIOSIS* 


BASED ON AN ANALYSIS OF 583 PROVED CASES 


By Curtis Tyrone, M.D. 
and 
Joun C. WEED, M.D. 
New Orleans, Louisiana 


Endometriosis, properly defined, means the oc- 
currence of endometrial glandular structures outside 
the uterine cavity which may assume the function 
of the normal endometrium and secrete a dis- 
charge not unlike that of menstruation. The path- 
ogenesis and histology of such tissue has been ade- 
quately studied by a host of investigators since the 
second decade of the present century. The im- 
portance of endometriosis as a clinical entity was 
forcibly brought to the attention of the medical 
profession by that great clinical investigator, John 
A. Sampson.! Following his epochal work, Novak? 
and a host of other writers called attention to the 
importance of this condition in the adult female 
population, and today pelvic endometriosis has as- 
sumed a position of far greater significance in 
private practice than have pelvic infections. The 
latter condition has been controlled by public edu- 
cation and by treatment with chemotherapeutic and 
antibiotic agents. Today pelvic endometriosis is a 
disabling disease second only to malignancies of the 
female generative tract. 

Many theories have been advanced to explain 
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the cause and development of this condition. All 
are familiar with Sampson’s theory of transplanta- 
tion of normal endometrial cells or glands to the 
pelvic structures by regurgitation through the fal- 
lopian tubes. Equally familiar is the theory of cell 
metaplasia. Both of these theories have been well 
supported by histologic and clinical investigations. 
From the purely clinical side, Meigs* has advanced 
the opinion that the incidence of this condition is 
increasing because of the current use of contracep- 
tives, which results in delaying the normal function 
of childbearing. Although there is general agreement 
with this opinion of Meigs, we believe there is an- 
other factor which favors the development of this 
pathologic condition in many women. This is the 
increased tension under which the average white 
woman lives today. The emancipation of women of 
today from the protection of the dominant male of 
the last century, with the necessity and urge to 
make their own way, has created a state of tension 
in which the features of endometriosis become evi- 
dent. The female executive, the school teacher, the 
club woman with her numerous responsibilities, and 
the housewife “keeping up with the Joneses” are 
all more susceptible to the ravages of endometriosis 
than the complacent woman who devotes herself 
completely to her home and family. Moreover, 
many more cases of endometriosis are encountered 
in private practice than in charity wards. For ex- 
ample, during 1948 there were 32 cases of endo- 
metriosis (and adenomyosis) among 639 gyne- 
cologic operations performed at Charity Hospital 
of Louisiana at New Orleans, or an incidence of 5 
per cent, whereas among 635 gynecologic operations 
performed at the Ochsner Clinic during the same 
period there were 104 cases of endometriosis, or 
an incidence of 16.2 per cent. This disproportion 
reflects the effect of education and its resultant 
“drive” upon the development of endometriosis. 
Threats and experiences of war, the mechanical age, 
cocktails, depressions and threats of recessions, 
along with other economic conditions, aggravate 
the tension under which modern women exist. 


Material_——This report is based on an analysis 
of 583 patients with endometriosis treated at the 
Ochsner Clinic over an eight-year period ending 
January 1, 1949. In addition to these, there were 
approximately 297 patients in whom the diagnosis 
of endometriosis was suspected but operation was 
not performed. The distribution by age of the 
patients with proved endometriosis is shown in 
Table 1. 


Incidence.—The incidence of endometriosis en- 
countered in a gynecologic practice is rarely men- 
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tioned. Beecham® reported that 5.8 per cent of his 
patients had endometriosis clinically or at operation. 
However, in our experience this condition has been 
encountered somewhat less frequently. During the 
seven-year period ending January 1, 1949, 31,663 
women were examined by the gynecologic staff of 
the Ochsner Clinic. During a similar seven-year 
period, there were 583 patients with proved, and 
an additional 255 with strongly suspicious, endo- 
metriosis although the latter were not proved sur- 
gically. This gives an incidence of 1.8 per cent of 
proved endometriosis or 2.6 per cent of proved and 
suspected endometriosis in women seen at the 
Ochsner Clinic for any gynecologic condition, 
whether treated medically or surgically. It would 
appear that endometriosis is increasing in frequency 
in private practice at least. 


Symptomatology.—The symptoms of the patients 
in our series, which do not differ from those re- 
ported by others, included dysmenorrhea, vague 
pelvic pain, dyschezia, and menstrual disturbances, 
such as hypermenorrhea and polymenorrhea. Pelvic 
pain has been properly considered as one of the 
principal symptoms of this disease. Too often, this 
pain is not expressed as an excruciating monthly ex- 
perience by the patient, and in the majority of our 
patients it was intermenstrual. However, many 
patients, and especially those with gross changes in 
the pelvic organs, belittle this symptom and will 
admit its presence only after the pathologic condi- 
tion has been corrected. This, no doubt, is due to 
the fact that pelvic endometriosis is a slowly de- 
veloping condition requiring months and even years 
to produce lesions that cause real pain. During this 
time, the patient’s pain threshold is definitely de- 
creased. The same pathologic alteration, in a case 
of pelvic infection, developing as it does in a short 
time, would cause an immediate complaint from the 
most stable person. Incidentally, it may be conjec- 


DISTRIBUTION BY AGE OF 583 PATIENTS WITH 
ENDOMETRIOSIS TREATED SURGICALLY AT THE 
OCHSNER CLINIC FROM 1942 TO 1949 


Conservative 


Age Operations 


Radical 
Operations Total 
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tured that dyspareunia, a form of pelvic pain whic 
is an early complaint, might be a factor in many 
cases of sterility by definite lessening of sexual rel. 
tions with the development of frigidity, lack of 
libido and nervous tension. 

In regard to fertility of patients in this series 
failure to conceive was a prominent feature. Of the 
68 women managed conservatively 51, of whom only 
9 were single, had never become pregnant. No 
accurate estimate of relative sterility was attempted, 
although this was obvious in about one-third of the 
parous women. In the 515 women requiring radical 
surgical measures, 142 had never conceived, and of 
these 40 were unmarried. 


About 20 per cent of those patients requiring 
radical measures had barren marriages. Again, the 
relative infertility of this group could not be ac. 
curately estimated, but it is believed to be con- 
siderable. For comparison, the frequency of absolute 
sterility and of maiden women was determined ina 
similar group of unselected cases requiring hyster- 
ectomy for other reasons (Table 2). It will bh 
noted that when endometriosis was present, absolute 
sterility was three times more frequent. 


TREATMENT 


Perhaps the most important feature in the treat- 
ment of endometriosis in its early stages is its 
diagnosis. Whereas older women, as a result of the 
educational program of the American Cancer So 
ciety, are willing and indeed anxious to submit to 
routine pelvic examination, younger women, married 
or single, are considerably more reluctant to do so. 
Young women, with relatively few symptoms, 
especially those postponing marriage and those de 
laying conception, rarely report for pelvic examine 
tion. A surprising number of those who do, have 
been found to have evidence of pelvic endometriosis 
in its early stages. Although elimination of contra 
ceptive practice in younger married couples is ob- 


COMPARISON OF INFERTILITY IN WOMEN REQUIRING 
HYSTERECTOMY FOR ENDOMETRIOSIS AND FOR OTHER 
REASONS 


Endometriosis Other Reasons 


(516 Cases) 


49 
48 
40 
142 


Table 1 
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viously impossible, routine examination of these 
young people should be encouraged if incipient endo- 
metriosis is to be detected before it becomes dis- 
abling. In many of these cases, by informing the 
patient of the presence of endometriosis and ex- 
plaining its importance as far as the future is con- 
cerned, it is possible to encourage early child- 
bearing and thereby prevent ultimate crippling 
surgical procedures. 


Other than early pregnancy, there is little the 
medical profession can offer these women in a 
conservative, nonsurgical way. We doubt the 
efficacy of hormonal therapy in permanent control 
of this condition. The employment of estrogens and 
androgens apparently delays the development and 
progression of endometriosis by suppression of the 
patient’s own ovarian activity. In so doing are we 
not substituting one cause of anxiety in the patient 
for another? It remains to be seen whether tem- 
porary suppression of endometriosis by estrogens 
can be accomplished until such time as childbearing 
function can be exercised without lessening of 
fertility. 

If symptoms or the pelvic pathologic condition, 
or both, require active therapy, conservative sur- 
gical procedures must be employed. The type of 
surgical procedure employed depends, of course, 
upon the degree of involvement. Resection of endo- 
metrial cysts of the ovary or unilateral oophorec- 
tomy is often necessary but the subsequent clinical 
course should be borne in mind. Resection is pref- 
erable to cauterization of peritoneal implants. Sus- 
pension of the uterus, in the presence of retroversion 
and partial fixation is a valuable procedure but 
merely as a prophylactic measure in an otherwise 
normal pelvis, it is “meddlesome surgery.” Superior 
hypergastric sympathectomy is a palliative pro- 
cedure of debatable value. Its use in this series has 
been limited to those patients in whom pelvic pain 
was prominent. It must be remembered that ovarian 
pain is not relieved by this procedure. The con- 
servative surgical measures employed in our series 
are shown in Table 3. 


It may be difficult to decide on conservative 
surgical procedures in the face of the existing pelvic 
pathologic condition. In young women with a strong 
desire for children, relatively inadequate procedures 
may be employed to permit later conception with 

realization that subsequent radical surgical 
measures may be necessary. If the patient’s family 
1s complete, or reproduction is undesirable, such 
conservatism is foolhardy and rarely justifiable. 
There were 12 women, 26 to 29 years of age in- 
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clusive, and 47 women 30 to 34 years of age in- 
clusive, in whom radical measures were necessary. 
In half of the former group, previous conservative 
measures had been performed. In two of these, the 
childbearing function had been eliminated by liga- 
tion of the tubes elsewhere. In 7 of the latter group, 
previous conservative operations had been per- 
formed, and in 7 other women both tubes had been 
removed. Two-thirds of this group had one or more 
term pregnancies, with the maximum number of 6. 
Only two women of this group were single. Of all 
the women less than 35 years of age who had borne 
children, about 50 per cent were relatively sterile 
or had had no pregnancies within the five years 
preceding operation. 


The treatment of extensive endometriosis in 


CONSERVATIVE SURGICAL MEASURES IN 68 WOMEN WITH 


ENDOMETRIOSIS 
Pregnant 
Procedure Cases Since Operation 

Uterine suspension 

Alone 2 

With unilateral oophorectomy or resection _ 14 7 

With adenomyomectomy 5 2 
Unilateral oophorectomy 

With presacral neurectomy... 1 1 

With resection of opposite ovary 2 
Adenomyomectomy alone 2 
Curettement of rectovaginal endometrioma 1 
Resection of endometrioma of abdominal wall. 1 
Removal of cervical stump oe 4 


Table 3 


RADICAL SURGICAL PROCEDURES EMPLOYED IN 516 
WOMEN WITH ENDOMETRIOSIS 


Total abdominal hysterectomy 


With ovaries partially removed 64 
With all ovarian tissues removed 
407 
Subtotal abdominal hysterectomy 
With ovaries partially removed... 15 
With all ovarian tissues removed... 
41 
Vaginal hysterectomy ios 67 
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women beyond the age of childbearing, or when the 
latter is no longer important, is radical operation. 
Castration by roentgen irradiation should be avoided 
in all cases suitable for surgical treatment. In our 
series there were 20 patients with previous irradia- 
tion castration who ultimately required surgical 
measures. The fact that postmenopausal bleeding 
led to hysterectomy in 60 of 77 women at or beyond 
the menopause further emphasizes the need for 
radical surgical treatment, rather than any measures 
leading to temporary or permanent suppression of 
the menses. 

In regard to radical surgical intervention the 
primary concern of the surgeon is removal of the 
affected organs. In most cases, removal of the 
ovaries is necessary, but if pain is not a prominent 
feature, especially in relatively young women, a 
healthy ovary can be allowed to remain. Bilateral 
oophorectomy, without hysterectomy, is condemned 
without qualification. When possible, total hyster- 
ectomy should always be performed. In spite of 
extensive pelvic involvement of the tissues adjacent 
to the cervix, such involvement has rarely become a 
barrier to total hysterectomy as has been the ex- 
perience of some.® No complications have arisen in 
our series from the additional surgical procedures, 
and endometriosis of the cervix has been found in 
12 instances. In 4 cases endometriosis of the cervical 
stump itself led to removal of this organ. Again, 
the conservation of some ovarian tissue must be 
carefully evaluated in light of the anticipated sub- 
sequent clinical course, and its possible later 
removal. 

CONCLUSIONS 

It would appear that endometriosis is increasing 
in frequency in private practice at least. The in- 
cidence of proved endometriosis in our experience 
during an eight-year period was 1.8 per cent. We 
believe that this increase is due, in large measure, 
to the increased tension under which modern women 
are compelled to live. 

Other than early pregnancy, little can be offered 
these women in the way of nonsurgical procedures. 
In women in the childbearing period, conservative 
surgical measures should be employed with the full 
realization that more radical procedures may later 
be necessary. The treatment of extensive endo- 
metriosis in women in whom childbearing is no 
longer important is radical removal of all affected 
organs. In our series of 583 proved cases, conserva- 
tive surgical measures were performed on 68 women 
and radical surgical measures on 515. 
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DISCUSSION (Abstract) 


Dr. W. Nicholson Jones, Birmingham, Ala.—For newly 
thirty years clinicians have treated endometriosis having 
at the same time a basic knowledge of its pathogeness 
Their purpose of treatment has been to relieve disability 
and to preserve or restore normal function. Surgery has been 
the chief weapon, with the result that disability has bea 
largely corrected, but the restoration of normal function 
has been infrequent. Surgeons in their efforts to reliev 
suffering have in some measure been too radical in th 
age group in which ovarian and genital function is im 
portant. In the last decade the trend has been to a mor 
conservative therapy. 


It is encouraging to hear a report in which approximately 
one-third of endometriosis cases seen in private practic 
were not subjected to surgery. Probably the surgery thi 
was done on the other two-thirds (583 cases) was dom 
primarily for co-existing disease. The essayists have en- 
ployed radical surgery in nearly 90 per cent of operative 
cases, but have spared ovarian tissue in whole or in pat, 
in more than half the cases treated. This practice has th 
support of Beecham, Randall, Counsellor, Meigs and may 
others. However, it is not comforting to note that radial 
surgery was done in 195 of 258 cases under the age of forty. 
One wonders how much co-existing pathologic condition 
influenced this therapy. In this age group, parity, desire for 
further children, severity of pain, location of lesion, ai 
emotional stability of the patient have an all importa 
bearing upon the amount of surgery that the operator 
chooses. 


In the sixty-eight cases treated with conservative surg 
by the essayist, twenty-two had subsequent pregnances 
This 32 per cent, comparable with Beecham’s, is a strom 
reason for more conservative surgery. Of course its 
recognized that involvement of the alimentary and urinal 
tract, or recurrence may necessitate radical extirpation 
However, at present it is rarely necessary that all of bet 
ovaries should be removed before the age of 40 years. Er 
cision of local lesions and resection and bisection of ova 
practiced by Beecham has proven to be adequate. Su- 
geons can feel no pride in extirpation of the uterus wit 
complete ovarian ablation for benign disease. Medical # 
hormonal management should be tried adequately beiot 
surgery. The investigation of nonsurgical therapy 
be encouraged. 
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Dr. Karl John Karnaky, Houston, Texas——Since Samp- 
son’s work 28 years ago, little has been added to the treat- 
ment of endometriosis other than x-ray and surgery. 


While I was observing a woman with endometriosis in 
the posterior fornix during pregnancy, it was noticed that 
the implant became smaller and smaller as pregnancy ad- 
vanced, so it was thought that perhaps it was the hor- 
mones of pregnancy or one of them that might cause this 
diminution. Hence, APL, progesterone, lactogenic and estro- 
genic hormones were given to three patients with endo- 
metriosis. In these patients there was no change until 
estrogen (micronized stilbestrol) was given. Micronized 
stilbestrol was administered to six patients with endo- 
metriosis of the incision, six with endometriosis in the 
posterior fornix of the vagina and two which had been 
diagnosed by culdoscopy and repeatedly examined four 
times before, during and after stilbestrol therapy. In all of 
these cases endometriosis disappeared during micronized 
stilbestrol administration. 

Then there were 88 consecutive patients with signs and 
symptoms of endometriosis, such as progressive and in- 
creasing dysmenorrhea, and painful nodules in the pelvis, 
especially in the posterior cul-de-sac. They were treated as 
follows: 1 cc. of “manibee” or 5 cc. of “soluble B” in- 
travenously and 50 to 150 milligrams of androgen intra- 
muscularly was given when the patient was first seen in the 
office. At 9 p.m. every night one-fourth of a 25-milligram 
micronized stilbestrol tablet was given and every fourth 
night one-fourth of a 25-milligram micronized stilbestrol 
tablet was added until two 25-milligram tables were taken 
daily. If the patient ever spotted or bled, two 25-milligram 
tablets were taken every 15 minutes until the symptoms 
were controlled. Two to four doses were usually required. 
The daily dose of two 25-milligram micronized stilbestrol 
tablets was given for 6 weeks to 6 months. A few patients 
will require 75 to 100 milligrams daily if the pelvic organs 
do not become freely movable or if endometriotic lesions 
do not soften up so that the pelvic organs can be moved 
about freely. 


Here we are simulating pregancy by giving increasingly 
large doses of estrogen which act on endometriosis causing 
it to undergo atrophy for 6 to 9 years. 


Some will argue that many of these patients are sterile 
and that giving stilbestrol will prevent ovulation and so 
lessen their chance of becoming pregnant. It appears to me 
that if a patient has already been sterile for five or more 
years keeping her sterile for 2 or 6 months longer would 
be a trivial matter since her endometriosis which may be 
the cause of her sterility is made to undergo atrophy. Then 
her chance of becoming pregnant is increased 15 per cent 
after discontinuing stilbestrol. Eleven of our patients have 
become pregnant after stilbestrol treatment for endo- 
metriosis. Most of them had been sterile for as long as 10 
years, 

Is stilbestrol toxic? Giving stilbestrol to over 13,000 
consecutive patients in over 10 years, and in “astronomical” 
doses daily to 500 patients, with many blood chemical tests, 
cancer smears and endometrial biopsies, showed no harm. 
Patients have returned to their normal menses when stil- 
bestrol was discontinued. 


nee is no panacea for endometriosis and is not to 
given to patients with a history of, or who have cancer, 
or to patients with ovarian cysts over 5 cm. in diameter. 
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In selected cases of endometriosis stilbestrol is the treat- 
ment of choice. 


Many of the failures in endometriosis, threatened and 
habitual abortion and premature labor, are apparently due 
to the fact that physicians order “stilbestrol, 25-milligram 
tablets,” which, in my opinion, means nothing, since our 
chemist found that many of the 25-milligram tablets do 
not disintegrate in days or weeks. 


In our work we now use only micronized stilbestrol, 
which as you know has crystals that have been ground 75 
times smaller than formerly. This causes it to disintegrate 
immediately and therefore more is absorbed. 


Dr. Hudnall Ware, Richmond, Va—In our experience, 
many patients with endometriosis reported as sterile have 
never used any contraceptive; and they say they have been 
trying to conceive, sometimes for several years. Probably 
the dyspareunia and discomfort associated with intercourse 
have been a factor in making this act infrequent, and 
therefore lessening the opportunity for the patient to 
become pregnant. This may be an important cause of 
sterility in patients with endometriosis. 

It is encouraging that seven pregnancies occurred in a 
group of fourteen patients after one ovary had been removed 
or partially resected. I believe we are all in agreement 
that in young women, during the childbearing age, surgery 
should be conservative, whenever possible even though we 
may have to tell the patient that in a year or five or ten 
years another operation may be necessary. 

Recently we reported thirteen patients with endometriosis, 
in whom one or more pregnancies occurred after conserva- 
tive surgery. In some of the patients we had resected a 
part of both ovaries or resected a part of one ovary and 
removed the other ovary. 

Conservative surgery may enable many young women 
with endometriosis to have one or more babies, and fre- 
quently no further surgery will be necessary. 


Dr. Hugh Hamilton, Kansas City, MoI believe all of 
us, as we have been unfortunate enough to encounter more 
and more endometriosis, have had the misfortune to become 
more and more confused. 


I should like to add a little further to the confusion, if 
possible. Dr. Karnaky mentions that he feels the beneficial 
effects, as observed in pregnancy, are the result of the 
increased estrogen. It may well be that this hypothesis of 
his is not correct, because either all or many of us have 
had an opportunity on occasion to remove a_ discrete 
endometrioma during pregnancy. On microscopic examina- 
tion of the removed tissue, the ectopic endometrium shows 
a very high degree of decidual reaction. 

Others of us have had the good fortune to have patients 
who had widespread pelvic endometriosis with a relatively 
frozen pelvis who succeeded in becoming pregnant. These 
patients have a high incidence of fertility, as evidenced 
by many series of reports; and those of us who have seen 
the endometriosis patient become pregnant have observed 
the beneficial effects of pregnancy, not only temporarily 
but in some of them for a prolonged or permanent interval. 

In the patients who have heavy pelvic adhesions, upon 
whom you happen to do a cesarean at the time of delivery, 
you will oftentimes be very pleasantly surprised to find that 
the frozen pelvis is no longer frozen, that it is freely movable 


Ty 19% | 
to Pelvic 
23 (Sept,) 
nec., 22: 
‘or nearly 
jis having 
thogenesis. 
disability 
y has been 
has been 
1 function 
to relieve 
cal in the 
ion is im- 
to a mor 
roximately 
te practice 
irgery that 
was dom 
have em- 
f operative 
or in patt, 
ice has the 
and 
that radial 
ge of forty 
conditions 
y, desire for 
lesion, and 
] important 
he operator 
tive surgery 
pregnanciss 
is a strong 


112 


and that no adhesions of this dense fibrous character are 
present; but on the peritoneal surfaces you will find little 
grey patches, and as you remove these little grey patches for 
microscopic study you will find again that these are almost 
pure decidually reacting endometrium. 


Having made this observation, we formulated the hypoth- 
esis that the only thing that would dissolve these dense 
fibrous adhesions would be the elaboration of a proteolytic 
enzyme in this decidually reacting tissue. 


With that in mind, we attempted some experimental 
studies. In a series of dogs, we isolated one horn of the 
uterus, afterwards artificially induced estrus and bred these 
dogs, in the hope that we would then find a true decidually 
reacting endometrium where we could make adequate 
enzyme studies on the blood and endometrium. 


After the dogs were bred and well advanced in their 
pregnancies we sacrificed them and again, having originally 
(when they were not pregnant) made enzyme assays on 
their blood and endometrium and having found nothing 
except a caseolytic enzyme which was apparent only at 168 
hours and not present at 48 hours, we proceeded to repeat 
our enzyme studies after 168 hours, and 48 hours also, of 
incubation. 


Unfortunately, our caseolytic enzyme was the only one 
found to be present, but that does not mean that the 
hypothesis is not tenable; because as we made microscopic 
studies of the endometrium of these dogs, both pregnant 
and non-pregnant, we found that the endometrium of the 
dog in pregnancy does not give the same typical decidual 
reaction that one gets in the human. 


The dog endometrium under pregnancy showed only a 
slight amount of edema of the stroma, and showed a great 
amount of maturation of the endometrial glands. So, we 
must search further to find an animal that gives us the 
typical decidual reaction that we get in the human. 


I merely wish to confuse you further by offering the 
hypothesis, that the decidually reacting endometrium elab- 
orates a proteolytic enzyme that dissolves the dense ad- 
hesions produced around the ectopic endometrium. 


Dr. Tyrone (closing).—I am sorry that Dr. Karnaky was 
not here personally to present his discussion, but since his 
discussion will be published in the Journat, and will be 
read by a great many people, I think some of his arguments 
should be refuted. 


I cannot help believing that the patients with pelvic 
endometriosis, whom Dr. Karnaky is treating with stil- 
bestrol, are the kind of patients to whom we give no treat- 
ment at all because their disease is not producing any 
symptoms and, therefore, requires no treatment. 


Also, he speaks of the culdoscopic puncture in examining 
these patients. There is no indication for a culdoscopic 
puncture in patients suspected of having endometriosis who 
have no symptoms. Nobody could perform culdoscopic 
puncture on the patients with extensive pelvic endometriosis 
upon whom we operated because if he did he would very 
probably find the culdoscope in the rectum. 

Patients with extensive adhesions in the uterus and 
adnexa, in whom one or both ovaries have been destroyed 
by endometriosis which is causing symptoms, will not be 
relieved by stilbestrol, androgens, penicillin, goose grease 
or any other medicament. 
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THE RELATION OF ENDOMETRIAL 
HYPERPLASIA TO MENSTRUAL 
DISORDERS* 


WITH SOME REMARKS ON TREATMENT 


By Lucius E. Burcu, M.D. 
and 
Joun C. Burcu, M.D. 
Nashville, Tennessee 


For a good many years we have been identifiej 
with a small group actively studying the gener 
problem of functional menstrual disorders. Th 
condition known as endometrial hyperplasia ha 
been a subject of continuing study. In the past ow 
group has published results which have helped som. 
what to illuminate this problem. It is a pleasur 
again to appear before this section where some of 
this material was originally presented. 

The modern concept of endometrial hyperplasia 
starts with the German gynecologist, Brennecke! 
who noted an abnormality of the endometriun 
associated with a lack of corpora lutea in the ovaries 
In 1900, Cullen? accurately described the condition 
as a benign hyperplastic process separate and dis- 
tinct from endometritis. He named it endometrid 
hyperplasia. Schroeder,> from a correlative study 
of the endometrial and ovarian changes, correctly 
inferred that the endometrial changes before ovuls- 
tion were caused by a hormone from the follicle and 
those after ovulation by a hormone from the corpus 
luteum. In hyperplasia cases he found no corpon 
lutea, and from this concluded that the persisting 
follicles stimulated the hyperplastic growth of th 
endometrium. As a result of Shroeder’s work th 
Germans were greatly interested in the subject ani 
wrote voluminously. 

In this country we owe much to Emil Noval’ 
for his studies and writings on this subject. Hi 
description of glandular cystic hyperplasia, or as ht 
characterized it, “Swiss cheese” hyperplasia, set the 
lesion apart as an entity and focused much atte 
tion upon it. 

Here in Cincinnati it is a pleasure to recall th 
experiments of Hofbauer!! who produced endome 
trial hyperplasia in normal and spayed animals by 
injections of an anterior pituitary extract. We 
viewed the problem in the light of the then appt 
ently well-established absence of any direct actiet 


*Read in Section on Gynecology, Southern Medical Associatiot, 
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of the hypophysis on the endometrium and con- 
sidered that the hypophyseal action was mediated 
through the ovary. We concluded that the ovarian 
hormones affect the endometrium in recognizably 
different ways, and that glandular cystic hyperplasia 
is the result of an ovarian dyscrasia in which a 
relative excess of estrin is produced. This conclu- 
sion was tested experimentally, and glandular cystic 
hyperplasia was successfully produced in a large 
series of animals by the long continued injection of 
estrin. These experiments have been repeatedly con- 
firmed, initially, in the mouse by Parkes,!? in the 
guinea pig by Tietze,'’ in the monkey by Zucker- 
man and Morse,!* and in the human by Kaufman.!> 

These experiments on hyperplasia indelibly im- 
pressed upon us the value of the endometrium as an 
indicator of ovarian function,® and they provided 
a point of departure for two lines of investigation. 
The first was the necessity to study hyperplasia in 
the human with serial specimens. As _ repeated 
curettages were obviously impossible, necessity 
forced us to seek other means, and this was the 
stimulus for the introduction of endometrial biopsy 
as it is known today.5 Our original technic has been 
improved from time to time by us as well as others, 
and numerous excellent modifications are now 
available. 

The technic of endometrial biopsy has been of 
considerable clinical importance, and the number 
of contributions it has made possible testify to the 
fact that it has greatly advanced our knowledge of 
the human endometrium. Our second line of in- 
vestigation was an experimental study of hyper- 
plasia. Since glandular cystic hyperplasia of the 
endometrium is a result of the prolonged continued 
secretion of estrogen, it cannot occur in patients 
whose ovaries contain active secreting corpora lutea. 
In other words, in these cases the corpus luteum has 
failed and estrogen alone continues to exert its in- 
fluence on the endometrium. Such an ovarian state 
is clearly the result of a partial failure of ovarian 
function, and it seemed wise to try to produce such 
a condition of partial ovarian failure in our animals. 
We,’ therefore, partially castrated a series of ani- 
mals and observed the sexual cycle. In one group 
of these animals there was but little or no disturb- 
ance in the duration of the cycles or in the extent 
of the estrus period. In another group there was 
regularity of interval and prolongation of the 
éstrus period. In the remainder there was a greatly 
Prolonged interval with only an occasional ill- 
defined estrus period. In the first group the endome- 
trum showed only slight deviations from the nor- 
mal. In the second it was frankly hyperplastic and 
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comparable in every respect to the human condition. 
In the third it was partially atrophic and tended 
toward the castrate type. 

Simultaneous studies* by means of the biopsy 
technic revealed that the endometria of women with 
menstrual disorders could be classified into three 
groups similar to these in the experimental animals. 
When the endometrial pictures and the clinical type 
of menstrual disturbance were correlated, it was 
found that there is no absolute correlation between 
the type of endometrial reaction and the menstrual 
symptoms. 

These observations led us to conclude that the 
three recognizable types of endometrial change re- 
sulted from the same lesion, ovarian failure, and 
that they respectively are indicative of declining 
degrees of ovarian function. Each merges gradually 
into the next, and the transition from one level to 
the next is characterized by a progressive merging 
of the histologic characteristics of the one with 
those of the other. Endometrial hyperplasia repre- 
sents but one stage in the process. 


With this general picture of ovarian failure and 
the relationship of hyperplasia of the endometrium 
to other endometrial patterns established, the next 
question was, “Can a similar picture of ovarian 
failure be produced by other means which reduce 
the function of the ovaries?” In subsequent experi- 
ments it was shown that partial thyroidectomy,? 
partial hypophysectomy®> and certain nutritional 
states could also produce a typical picture of de- 
creased ovarian function. With these data at hand 
a general concept®* > © of menstrual disorders could 
now be formulated. It was stated briefly as follows: 
functional menstrual disorders result from an ova- 
rian failure. This may be primary due to inherent 
ovarian disease or secondary due to extra-ovarian 
causes such as pituitary disease or other endocrine 
lesions or various types of constitutional disease. 
The approximate degree of ovarian failure is indi- 
cated by the endometrium. 


This concept correlated what was known con- 
cerning female reproductive physiology and pro- 
vided for the first time a rational basis for the 
treatment of menstrual disorders. It indicated the 
prevalence of the early stages of endocrine disease 
and emphasized the need for more adequate methods 
of diagnosis and treatment. However, the lack of 
parallelism between the degree of ovarian hypo- 
function and the type of menstrual abnormality 
indicates that there is involved in the production 
of the menstrual symptoms a mechanism, presuma- 
bly vaccular, which is not reflected in the endome- 
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trial histology, or if reflected there is not recog- 

nizable in the present state of our knowledge. 

Therefore, it seemed logical to approach this aspect 

of the problem through a study of the endometrial 

vascular bed. This phase of the problem has been 

carried out by our colleague, Dr. Doris Phelps,!° 

with whom we have been associated for the past 

fourteen years. She has been able to produce in 

castrate macques, all types of menstrual abnormali- 
ties by injections of estrogen and progesterone, both 
singly and in combination. An analysis of this work 
supports the conclusion that uterine bleeding is not 
controlled by any one hormonal influence but by 
a combination of influences. Among these influ- 
ences are: (1) the state of the vascular bed at the 
start of the experiment; (2) the quality, quantity 
and duration of the current hormonal stimulus; 
(3) the rate of the withdrawal of the current stimu- 
lus; (4) stimuli acting subsequent to the onset of 
the current flow. Among these influences the state 
of the vascular bed at the start of the experiment 
had not previously been recognized. By analyzing 
the results of single experiments in relation to treat- 
ment administered in previous experiments in the 
same animal it was seen that the influence upon 
the endometrium of a single course of treatment 
with ovarian hormones may extend through one or 
more subsequent cycles, and that persisting changes 
in the structure of the endometrial vascular bed may 
result from stimulation by the ovarian hormones. 
It is thus clear that the architecture of the endome- 
trial vascular bed at the beginning of any given 
course of treatment with ovarian hormones influ- 
ences the duration of the uterine bleeding produced 
by that course of treatment. 


From time to time we have pointed out certain 
clinical implications inherent in our studies. It is 
now generally admitted that cases manifesting men- 
strual disorders should be carefully examined both 
from the local and general standpoint, and that 
causative contributive extrapelvic lesions must be 
sought out and treated. In addition to this general 
aspect of treatment, most clinicians attempt to re- 
duplicate the cyclical ebb and flow of estrogen and 
progesterone by the addition of these substances at 
the appropriate time. 


Hamblen has described this method by the term 
“cyclical therapy,” and his satisfactory results are 
now being confirmed in the daily practice of many. 
The rationale of cyclical therapy has heretofore 
been assumed to rest on (1) the natural readjust- 
ment of the pituitary-ovarian relationship as the 
result of the added hormonal stimulus and the im- 
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provement in health following treatment, and (2) 
a certain effect on the ovary resulting from a 
lessened demand for its secretion as the result of 
the need’s having been met in whole or in part by 
the additional hormonal therapy. This has beep 
referred to as putting the ovary at rest. This 
phenomenon has been of interest to us, and in oy 
teaching we have attempted to explain it on the 
basis of a reduction in ovarian tissue tension. As 
tissue tension declines following the resorption of 
the follicle cysts, capillary blood flow improves with 
a resulting increase in ovarian function. 

Phelps’ experiments further increase our under. 
standing of the rationale of cyclical therapy. Befor 
starting cyclical therapy in cases exhibiting bleeding 
it is advisable to remove the superficial portion of 
the abnormal vascular bed by either surgical or the 
so-called medical curettage. For the latter Green- 
blatt’s combination of testosterone, estrogen and 
progesterone is effective. In those cases in which 
it is both desirable to control the bleeding and 
develop an endometrial vascular bed capable of 
supporting the fertilized ovum, it is advisable to us 
combinations of estrogen and progesterone. This 
treatment should be continued for a minimum of 
three months in order for the vascular bed to retum 
to its normal state. In cases in which reproduction 
is not a factor, control may be obtained by estrogen 
alone. Even the most ardent advocates of cyclical 
therapy admit that there is an appreciable number 
of recurrences, and the treatment of these cases 
poses many a difficult question that cannot bk 
answered in sterotyped fashion. In some of thes 
cases the preservation of a useless disabling function 
with dangerous potentialities may do our patients4 
great disservice. A still greater disservice is done 
by the removal of useful function. In the choice 
between hysterectomy and radiation amenorrhea the 
former is preferred, as the ovarian function is cor 
served and the risk of operation is considerably les 
than the expected uterine cancer mortality of 200 
25 per thousand at age 45. 

In attempting to solve these difficult problems 
are on solid ground if our patients are carefully 
individualized, and if we always remember that tt 
conservation of useful function is the objective ¢ 
our modern functional gynecology. 
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DISCUSSION (Abstract) 


Dr. Charles Bahl, Cincinnati, Ohio —Endometrial hyper- 
plasia is of great importance to the general practitioner as 
well as the gynecologist, since it comprises from 60 to 65 
per cent of all functional uterine bleeding. 


A hyperplastic endometrium is only the reflection of 
some other causative factor. While treating the patient for 
the immediate complaint of bleeding, either by drugs or 
surgery, it is very much to the point to try to determine 
the primary cause of the hyperplasia. It is only by treating 
the cause of the ovarian failure that a prolonged or per- 
manent remission of the process can be obtained. Empirical 
treatment, whether it be so-called cyclical therapy, massive 
doses of estrogen, or by dilatation and curettage will give 
temporary remission of symptoms, which recur distressingly 
soon in some cases. 


I should like Dr. Burch to answer this question: are we 
doing a patient harm or are we doing her a favor when 
we give massive doses of estrogen to control bleeding? 

Since endometrial hyperplasia is due either to an absolute 
or relative withdrawal of estrogen, if we give large doses 
naturally the bleeding will stop. In view of Dr. Burch’s 
work on the vascular bed, I wonder if he has noted any 


permanent damage done to the vascular bed by large doses 
of estrogen. 


Dr. J. Hofbauer, Cincinnati, Ohio—The keynote of the 
experimental work described in Surgery, Gynecology and 
Obstetrics in 1931 and in a thesis in the Journal of Ob- 
stetrics and Gynecology of the British Empire in 1939 was 
hot only to reproduce endometrial hyperplasia, but to 
study the associated organs, the ovary and the anterior 
pituitary. By implanting into experimental animals, into 
the muscles, bits of anterior pituitary taken from freshly 
slaughtered oxen, we succeeded within three weeks in pro- 
ducing not only the typical picture of hyperplasia of the 
endometrium, but also the characteristic changes in the 
Ovary, namely atresia of the follicles. 


Dr. Burch does his experimental work with castrated 


animals and, as is well known, in the castrated animal the 
anterior 


La 


pituitary undergoes definite hyperplastic changes. 
tge doses of estrogens given for months produce in the 
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non-castrated experimental animal very definite hyerplastic 
formations in the anterior pituitary. 

Dr. Burch mentioned ovarian failure. In this matter I 
subscribe fully to his statements; but we produced ovarian 
failure in our experiment by the administration of anterior 
pituitary. 

As far as the clinical picture is concerned, which is the 
final criterion of any concept in quite a few cases of func- 
tional bleeding, the patient comes back again and again, 
showing that the underlying cause of the hyperplastic 
endometrium has not been removed by curettement. 


Such patients respond to irradiation of the anterior 
pituitary, with a view to suppressing its overactivity. 
Testosterone likewise suppresses the overactivity of the 
anterior pituitary, and yields favorable results. 


I am inclined to sustain my primary concept that the 
ovarian abnormalities (follicular atresia with abundant 
estrogen production) and the resulting picture of endome- 
trial hyperplasia are due in most instances to overactivity 
of the anterior pituitary. 


Local hyperemia in the pelvis, whether induced by ir- 
regularity of sexual function or other factors may also have 
a part in the origin of endometrial hyperplasia. 


Dr. Burch (closing) —Our data clearly indicate that ex- 
cessive doses of estrogen influence the endometrial vascular 
bed, and this influence may persist through three or more 
cycles. 


This observation is of great practical importance from 
the standpoint of treatment, especially in those cases in 
which the problem of reproduction is a factor. Here it is 
not wise to alter the endometrial vascular bed with excessive 
doses of estrogens; adequate amounts of progesterone ought 
to be administered in those cases. 

Now we come to Dr. Hofbauer’s remarks. This diver- 
gence of opinion dates from 1931, and the divergence is 
quite sharp. There is no question as to his experiments; 
they can be repeated and we have done it. Our differences 
arise from the interpretations of the experiments. He used 
ox anterior pituitary and Evans’ alkaline extract of pituitary. 
The stimulation from these substances produced an ex- 
cessive Ovarian secretion, mainly estrogenic in nature, and 
this acting on the endometrium resulted in endometrial 
hyperplasia. He was also able to produce some mild changes 
in the basal layer of the endometrium of the spayed animal 
by the same methods. From these experiments he concluded 
that endometrial hyperplasia is caused by hyperpituitarism. 

Our theory of. hyperplasia is entirely different. Our ex- 
periments indicate that it is but an intermediate stage in 
the development of an ovarian failure. Further, the pit- 
uitary need not be involved at all, as the ovarian failure 
may result from an intrinsic lesion of the ovary. On the 
other hand, it may result from an extra-ovarian deficiency 
in the pituitary, the thyroid, the adrenal, or from some 
constitutional condition, such as malnutrition, which pro- 
duces a state of pituitary depression. 

We believe, on the basis of our experiments and clinical 
facts as we see them, that our theory of ovarian failure 
more adequately explains the hyperplasia problem in the 
light of current knowledge than does the Hofbauer theory 
of pituitary overactivity. 

It has been a pleasure to discuss this old question of the 
influence of the hypophysis upon the ovary. 
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HAZARDS ASSOCIATED WITH CHEMICAL 
MANUFACTURING* 


By E. M.D. 
Kingsport, Tennessee 


Exposure to chemicals is an ever increasing factor 
in our everyday living. A wide variety of personal 
and household articles are made from various 
chemical compounds. We wear them, brush our 
hair and teeth with them, rub them on our skin as 
therapeutic ointments, beauty creams, suntan lo- 
tions, and insect repellents. An increasing amount 
and variety are ingested as medicines for their 
therapeutic or prophylactic effects, and in foods as 
antioxidants, colorings, and seasonings. There is an 
ever increasing amount in the air we breath, par- 
ticularly in the urban areas with their concentration 
of homes, automobiles, and industries. Per se, each 
of these chemical compounds may perhaps be judged 
nontoxic or has a lethal dose, 50, well within 
the limits of safety for the estimated maximum 
amount an individual would ingest or absorb at any 
one time. Will the increasing amount and variety 
of these chemical exposures be more than our kid- 
neys and livers can take care of? Some of the recent 
“smog” episodes reported are sufficient to make 
the inhabitant of an industrial community give this 
question a little serious thought and wonder if it 
might not be classified as a hazard associated with 
chemical manufacturing. 

In an earlier period of our industrial develop- 
ment workmen were exposed to smoke, dust, fumes, 
and gases without regard to the possible injurious 
nature of many of these substances. It was gen- 
erally recognized as a somewhat disagreeable and 
accepted condition of many occupations. The fact 
that some workers sickened, were forced to leave 
their occupation, and later died, did not always 
bring with it the realization that the nature of their 
work was a factor. Within the past generation, in- 
dustrial physicians have been alerted to the danger 
of much of the smoke, dust, or gases to which 
workers were exposed, scientists have actively in- 
vestigated the effects of many of these aerial con- 
taminants on animal life and engineers have insti- 
tuted control measures in industry to reduce the 
hazard of exposure. 

Industrial hygiene has been defined as the “sci- 
ence and art of preserving health through the 


*Read in Section on Industrial Medicine and Surgery, Southern 
Medical Association, Forty-Third Annual Meeting, Auspices Campbell- 
Kenton County Medical Society of Northern Kentucky, held in Cin- 
cinnati, November 14-17, 1949. 
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recognition, evaluation, and control of environ. 
mental causes of illness in industry.” This phase 
of industrial medicine has received great emphasis 
in the past few years, but when we realize how far 
ahead of us the chemists are, we recognize that even 
greater emphasis must be placed on industrial hy. 
giene programs. The employees of a chemical 
manufacturing plant may now have exposure to 
some 25,000 inorganic compounds and more than 
500,000 known organic compounds, on the majority 
of which there is little or no toxicological informa. 
tion. Management is becoming more and mor 
conscious of the need of toxicity information in the 
development of new products; not only for protec. 
tion of their employees, but because their customers 
are demanding it and there is inactment of increas. 
ingly stringent controls of labeling. 


The hazards affecting the health and well being of 
employees in chemical manufacturing vary greatly 
with the type and diversity of operation. Our plant 
at Kingsport manufactures plastics, cellulose ace. 
tate yarn, hydroquinone, and miscellaneous cheni- 
cals. These operations with their numerous inter- 
mediates, their process improvement laboratoris 
and an active research laboratory, present a wid 
variety of hazards, and potential hazards. It would 
be impossible to discuss in any detail all of thes 
hazards in twenty minutes. We feel that one of ou 
greatest concerns is the potentially toxic chemical 
on which there is little or no toxicological date 
Our approach to this problem is basically an ¢lab- 
oration of the definition of industrial hygiene. 


First, an attempt is made to keep as complet 
and up to date a toxicological library as possible 
Though we cannot expect someone else to develop 
all our toxicity data for us, it is important to pr 
vent duplication, so that our time, energies, aii 
money will not be wasted in this attempt to cad 
up with the chemist. The Federal Security Agent 
has established a Chemical Biological Coordinatie 
Center for collecting and cataloging chemical, phys 
cal and toxicological information from all sour 
Such an organization is of great value as a soutt 
of references and every organization that has it 
formation to contribute should do so. 


Secondly, an attempt is made to see that the 
chemicals are handled as safely as possible with i 
employee having a minimum exposure until a # 
allowable concentration is determined. It is ne 
sary that the medical department be informed ® 
all new chemicals to be handled or produced in & 
plant and the contemplated size of operation. N 
chemical is so toxic that it cannot be handled si! 
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though the expense of the operation may make it 
unfeasible. 

Thirdly, short term acute toxicity studies are 
done on animals. As this is an expensive procedure 
and it is not feasible at this time to do it on all 
new chemical compounds, there must be an evalua- 
tion of them as potential new products. These acute 
toxicity studies are of great value in determining 
whether or not it is worthwhile to go beyond the 
laboratory or pilot plant stage. Incidentally, the 
observing toxicologist may get leads on possible new 
pharmaceuticals in noting the physiologic effect of 
these chemicals on the animals. 


Fourth, constant laboratory examinations over 
long periods of time are performed on employees 
working in departments with potential toxic opera- 
tions. The frequency of these examinations depend 
on the problems involved, such as amount and type 
of exposure and length of experience with the opera- 
tion. These routine laboratory examinations include 
a complete urinalysis; red, white, and differential 
blood counts; hemoglobin; cell volume; sedimenta- 
tion rate; and icterus index. These laboratory find- 
ings are charted and a constant statistical com- 
parison is kept with non-exposed or control groups. 
Special laboratory examinations, as methemoglobins, 
urine sulfate ratios, and quantitative chemical 
analysis of urine, are done with specific exposures. 
For example, in our dye department we have been 
doing examinations every four to six months for 
about eight years. Though we do not handle beta 
naphthylamine, which seems to be definitely in- 
criminated as an etiologic factor in the develop- 
ment of carcinoma of the bladder, we do handle 
in this department a great many closely related 
compounds and feel that we must be constantly 
on the alert for trouble. Our industrial hygiene 
laboratory has recently completed a long time study 
of acetone concentrations not associated with injury 
and will have it ready for publication in the near 
future. This study covers a period of eighteen years 
constituting twenty-one million man-exposure hours 
and considers environmental, medical, laboratory, 
and statistical data. Values ranging from 200 to 
2500 parts per million have been suggested for 
acetone, while 500 ppm. has been described as quite 
irritating to the uninitiated. Under conditions of 
industrial exposure acetone has not proven to be 
either injurious or objectionable to the accustomed 
worker in concentrations of 2000-3000 ppm. range. 
We would place acetone with ethyl alcohol in its 
effect and its toxicity classification. We believe 
that concentrations of acetone up to the 1500-2000 


WILLIAMS: HAZARDS IN CHEMICAL MANUFACTURING 117 ; 


ppm. range will be entirely without injurious or 
serious objectionable effect for continuous eight- 
hour exposures, and that intermittent exposures 
totaling not over four hours daily will be likewise 
permissible to concentrations of the 2500-3000 ppm. 
range. 


Fifth and last, important leads on chemical 
hazards may be found in the medical dispensary by 
alert industrial nurses, during routine recheck physi- 
cal examinations by the industrial physician, and 
through good cooperative working relationship, with 
the employees’ family physician. We have an inter- 
esting example of this in our hydroquinone division, 
where in late 1941 the presence of a conjunctival 
stain was first recognized and a short time later a 
corneal injury was identified. Hydroquinone is used 
as a photographic developer, a dye intermediate, and 
the base for an increasing number of chemical 
syntheses. Its manufacture in Kingsport was started 
in 1930 and practically all operations were con- 
ducted in open tanks. There was a gradual change 
to a relatively enclosed system, partly due to evolu- 
tion of mechanical equipment and in part by the 
realization that exposure to concentrations produc- 
ing marked irritation to eyes, nose, and throat was 
undesirable. The corneal injury is of two types: 
one, a typical superficial greenish, brown stain, and 
the other, greyish white opacities varying in size 
and involving all the layers of the cornea. The 
conjunctival involvement consists primarily of a 
stain varying from a diffuse brownish tinge to large 
black globular particles. The lesions tend to locate 
in the interpalpebral fissure. This injury apparently 
develops gradually over a period of years with no 
serious cases in employees with less than five years 
plant experience. Removal from exposure results in 
considerable improvement in staining, but very little 
change in the corneal opacities. 


Papers on this hazard were published in the 
March 1947 Journal of Industrial Hygiene and 
Toxicology by .our industrial hygienist, F. L. 
Oglesby and Dr. J. H. Sterner, Director, Laboratory 
of Industrial Medicine, Eastman Kodak Company. 
Since establishment of 0.1 ppm. as a tentative maxi- 
mum allowable concentration for quinone vapors 
and 2 to 3 mg. per cubic meter for hydroquinone 
dust, frequent eye examinations over the past seven 
years have revealed no additional trouble. 


It is fortunate that many of the problems arising 
with the development of new products may be recog- 
nized and studies initiated for their evaluation and 
control while the process is still in the laboratory 
or pilot plant stage. Certainly, with the continued 
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development of industrial medicine there will be 
less and less excuse for failure to determine the 
hazardous nature of chemicals before their use 
reaches a large scale of production. 


DISCUSSION (Abstract) 


Dr. Walter E. Fleischer, Baltimore, Md.—wWith regard to 
the permanency of this pigmentation on the conjunctiva and 
cornea, will it disappear if the patient is removed from 
exposure ? 

Secondly, is there any permanent damage to the cornea? 

Third, what do you do for it? 


Dr. Robert A. Kehoe, Cincinnati, Ohio—Is that injury 
mostly a result of dust, or vapor? Is it a local absorption? 


Dr. Williams (closing) —The conjunctival stain improves 
a great deal when the employee is no longer exposed. It is 
a somewhat slow process, but we have noticed improve- 
ment. 

The corneal opacity shows very little, if any, improve- 
ment. We had an individual who had a marked involve- 
ment of the cornea, who was in the service for about two 
years. Upon his return he showed some improvement of 
his corneal opacity, and some improvement in his vision. 
He was the only case in which we have noted any improve- 
ment at all as far as the cornea is concerned. 

What to do for them? Nothing, except removal from 
exposure. All of those with fairly marked involvement, 
certainly those with corneal involvement, were removed 
from that department. Some, with no loss of vision and 
no corneal opacities, but with conjunctival stain, were per- 
mitted to remain. That department has been checked fre- 
quently for concentrations of dust and fumes, and it is a 
good example of control of exposure by good housekeeping. 
The system is now practically enclosed. Of course, there 
is a little problem with the quinone vapors, because they 
are volatile and it is hard to keep them out of the air 
altogether, but in following these cases in this department 
for the past five to six years we have had no suggestion of 
any more trouble. 

Concerning the question of exposure to fumes and dust, 
in this particular department routine industrial hygiene 
examinations were performed for some time before we 
realized that we were in trouble. These examinations were 
for possible systemic effect. When we ran into this trouble 
that particular aspect of it was emphasized, and we have 
been unable to detect systemic toxic effects from hydro- 
quinone. We have had several patients who have taken it 
by mouth over a long period of time. There has been no 
differentiation between types of exposure in regard to the 
dust from the hydroquinone and quinone fumes. It has 
not seemed to play too great a part in just what particular 
part of the operation the employee is engaged in. 

We have several individuals who have been in this de- 
partment practically from the time it started, who have had 
such exposure, as much as anyone else. I know of a fore- 
man in particular who is probably close to fifty years old, 
who still maintains a 20:15 vision. He has practically no 
stain. 


Usually the factor of length of exposure plays a very 
definite part, although we have had just a few individuals 


who have shown a fair amount of involvement in two to 
three years. It is usually a much longer period than that, 


Dr. Kehoe-——Do you think it is a matter of systemic 
absorption, or is it local? 


Dr. Williams.—It is local altogether, directly from the 
fumes of the quinone, and dust from the hydroquinone, 


Dr. Fleischer—Do you see it on the skin, or the mucous 
membranes of the mouth? 


Dr. Williams.—No, not at all. 


PRESENT AND POTENTIAL OCCUPATIONAL 
CANCER HAZARDS AND CARCINOGENIC 
OPERATIONS IN MODERN INDUSTRY* 


By W. C. Hueper, M.D.‘ 
Bethesda, Maryland 


Although we entered the new world of modem 
industrial environment some one hundred years ago, 
it has been only rather recently that we have started 
to pay serious attention to some of the most 
ominous sequelae of this development, the occupa- 
tional cancers. With the exception of rather scanty 
early reports on this matter, our chief knowledge of 
cancers caused by physical and chemical occupa- 
tional agents has been acquired in this country dur- 
ing the last 25 years. Thus, the bulk of information 
on occupational cancer hazards existing in American 
industries is of relatively recent date. The evidence 
on hand is without doubt definitely defective and 
incomplete. Moreover, much of it is of a suggestive 
nature rather than conclusive. Since progress in this 
important field of industrial medicine is intimately 
bound to a fuller awareness of existing facts and 
suspicions and to a keener anticipation of future 
potentialities, a brief presentation of the available 
evidence and its implications may stimulate more 
general and increased interest in industrial cancers. 


Perhaps one of the most startling and at the same 
time alarming recent discoveries in the field of 
industrial cancer is the carcinogenicity of certain 
metals and metallic compounds. Although it was 
known for many years that industrial and medicinal 
exposure to arsenicals is associated with a certain 
liability to cancer of the skin, recent observations 
suggest that the inhalation of arsenical dust may 
cause cancer of the lung. Evidence supporting such 
a relationship was reported in recent publications 


*Read in Section on Industrial Medicine and Surgery, Southers 
Medical Association, Forty-Third Annual Meeting, Auspices C a 
Kenton County Medical Society of Northern Kentucky, held ia 
Cincinnati, November 14-17, 1949. 
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of Neubauer;' Hill and Faning; Perry and asso- 
ciates, and Hueper. The observations recorded by 
the English workers on this subject are here espe- 
cially important since they were made on a group 
of chemical workers engaged in the manufacture of 
arsenical sheep dip. The evidence is partly statistical 
in nature, and is partly based on the presence of an 
environmental cancer pattern in the affected in- 
dividuals, who showed in addition to their cancers 
of the lung, either arsenical cancers of the skin 
or chronic arsenical dermatoses. 

In this connection, recent observations were re- 
ported by Butzengeiger;? from the vineyard area 
along the Rhine in which, between 1922 and 1942 
considerable amounts of arsenical insecticides were 
cused. During the years 1938 to 1942 when the 
further employment of arsenical sprays in vineyards 
was forbidden by law, there was observed in this 
area a total of 800 to 1000 cases of arsenic poison- 
ing in which various types of symptoms were mani- 
fest, such as dermatoses, cancers of the skin, neuritis 
and arterial disease (arteritis, Raynaud-like dis- 
ease). Butzengeiger pointed out that the rather 
insoluble arsenical compounds used in such sprays 
contaminate not only the grapes and later the wine 
made from them, but offer also a distinct and pro- 
longed dust hazard to vineyard workers. 

These observations are not only of considerable 
interest to industry and agriculture, but they are 
also of direct importance as potential health hazards 
to the general population because of the large scale 
and continued use of arsenicals in the form of pesti- 
cides and weed-killers in this country. Although in 
recent years there has been a reduction in the 
amount of arsenicals released with the flue dust of 
certain metal ore smelters, arsenicals may present 
similar problems for certain industrial groups as 
well as the general population residing in areas 
where such smelters are located. Since the latent 
period of arsenic cancer ranges from 4 to 40 years, 
it should be possible, through proper plant and field 
studies of an epidemiologic nature, to determine 
whether prolonged cutaneous, alimentary or respira- 
tory exposure to arsenicals sustained by special in- 
dustrial or population groups produces an excessive 
liability to cancers of certain organs, such as the 
skin, lung and digestive tract. Such studies might 
profitably be extended to workers engaged in opera- 
tions in which arsine is handled or produced, such 
as in the manufacture of war gases, and in cadmium 
plants. 

While Goldblatt,’ in the report of the British In- 
telligence Objectives Sub-Committee which was 
issued two years ago, noted that “There is not a 
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little doubt as to the soundness of the diagnosis of 
chromate cancer” when referring to the observations 
made on the occurrence of lung cancer in the Ger- 
man chromate industry, it is perhaps safe to say that 
the more recent American experiences leave little if 
any doubt as to the validity of the existence of 
chromate cancers. Not only has the work of Machle 
and Gregorius* placed this type of metal cancer* 
on a relatively firm epidemiologic basis, but more 
recent studies in this state carried out by Mancuso‘ 
and his co-workers have fully confirmed the con- 
clusions of these authors. Preliminary investiga- 
tions on the fate of former chromate workers have 
shown, moreover, that cessation of exposure to 
chromate dust apparently does not afford any pro- 
tection against a subsequent development of lung 
cancer. In a group of 20 deceased former chromate 
workers who had been employed for more than 6 
months and who had a latent period after cessation 
of exposure for at least 4 years, 4 died with cancer 
of the lung, 1 with cancer of the maxillary sinus, 
1 with cancer of the colon and 1 with leukemia. 
Thus, the respiratory cancer death rate in this 
group stands at 25 per cent of the total death rate, 
while the total cancer death rate is 35 per cent. Since 
the majority of the approximately 150 workers who 
fulfilled the above mentioned conditions of exposure 
is still alive, the final incidence rate of respiratory 
cancer among the members of this group may even 
be higher than 25 per cent. More than 100 cases 
of chromate cancer of the lung are on record from 
American and German sources. It may be added 
that (Mancuso, Baetjer, Baader; Gross and 
Koelsch)® no reliable information exists concerning 
a lung cancer hazard among members of other occu- 
pational groups, such as dye manufacturers and 
tanners, who handle monochromates and dichro- 
mates, or electroplaters and frosters of glass and 
pottery, who come in contact with chromic acid 
mists. 


However, there is some information available 
from Germany on the occurrence of lung cancer 
among workers of the chromate color industry 
which produces chrome pigments such as zinc 
chromate and lead chromate. Gross and Koelsch 
reported 8 cases of lung cancer in workers of this 
type who are exposed to considerable inhalation of 
chrome pigment dust when mixing chrome pigments 
with shading components, or milling and casking 
them. Baader recently mentioned that a total of 
9 cases of chromate cancer have been observed 
in the German chromate consuming industries. 


*Metallic compound. 
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Chromium pigments are extensively used in the 
preparation of paints and inks, and in the manu- 
facture of linoleum, rubber, plastics, artificial 
marble, paper money, ceramic glazes, colored glass, 
colored crayons, candles, and colored prints. 
Whether a lung cancer hazard extends to members 
of these occupations as well as to the miners of 
chromium ores is still unknown. Epidemiologic 
studies on the respiratory cancer incidence in these 
occupations appear to be indicated, since it seems 
to be likely that the carcinogenic activity is allied 
to the chromium ion. 

It may be mentioned briefly that the occurrence 
of cancer of the lung and nasal sinuses among 
workers of nickel refineries who inhale nickel 
carbonyl vapors has remained restricted to England. 
Goldblatt* mentioned that during the last 10 years 
no such complications have been observed among 
the workers in German nickel carbonyl operations, 
while Amor’ noted a similar absence of respiratory 
cancer among the nickel refinery workers in Can- 
adian plants. No information is available on this 
matter from American sources, although the nickel 
carbonyl process is used in nickel ore smelters in 
this country. Nickel platers, nickel polishers and 
buffers, manufacturers and processers of nickel 
alloys, such as nickel steel and German silver, are 
exposed to the inhalation of nickel dust fume and 
vapor. Inasmuch as it is likely that elementary 
nickel is the actual carcinogenic factor, it is desir- 
able that future epidemiologic studies be extended 
to all occupations exposed to the inhalation of nickel 
and its compounds in the form of dust, fumes or 
vapors. 

While the carcinogenic action of beryllium metal 
and some of its compounds has been established in 
animal experiments, (Gardner, Dutra)® this is still 
an open question as far as man is concerned, because 
an insufficient amount of time has elapsed since the 
start of the necessary latent period for such re- 
actions. It seems to be advisable, therefore, to 
question in the future all patients with osteogenic 
sarcoma as to their previous occupations or resi- 
dence to determine whether beryllium played a part 
in the disease. The non-working groups should be 
included in such inquiries since the observation of 
so-called neighborhood cases of berylliosis indicates 
that this hazard is not only an occupational but also 
an environmental one. 


Until rather recently, the question of a causal 
relationship between asbestosis and cancer of the 
lung has been a controversial one. Wedler? re- 
ported in 1943 a total of 14 cases of lung cancer in 
a series of 92 autopsies on patients with ashestosis 
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(about 15 per cent). In a recent publication of 
Lynch and Cannon! from this country, 4 cases of 
lung cancer in patients with asbestosis were re. 
corded, of which 3 occurred in a series of 2,683 
necropsies performed during a ten-year period. As. 
bestosis was found in 40 cases. The incidence rate 
of lung cancer in the presence of asbestosis was thus 
7.5 per cent, compared with 1 per cent in the total 
number of necropsies. Merewether,'! analyzing the 
data collected by the Chief Inspector of Factories 
during the period 1924 to 1946, found 31 cases of 
lung cancer among 235 deaths from asbestosis giving 
an incidence rate of 13.2 per cent of combined cancer 
and asbestosis of the lung. If calculated for the 
male deaths only, the incidence rate stood at 17.2 
per cent, while it was 8.4 per cent for the female 
deaths. The average age of asbestosis cancer was 
approximately 50 years. Very recent information 
indicates that cancer of the lung has been observed 
in workers with asbestosis employed in the Canadian 
industries. 


Because of the complex chemical nature of as- 
bestos it is not possible, as yet, to state definitely 
the nature of the agent responsible for the develop- 
ment of lung cancer in the presence of asbestosis, 
It is unlikely, however, that the silicate component 
of asbestos can be incriminated because of the ap- 
parent absence of statistical relations between sili- 
cosis and cancer of the lung. Since asbestos con- 
tains various metals, such as nickel, copper, iron, 
magnesium and calcium, it may be possible that 
asbestosis cancer of the lung belongs to the group 
of metal cancers of the respiratory organs. The 
actual mechanism through which these metals elicit 
cancerous reactions is completely obscure. It may 
be that they incite such reactions through acting as 
catalysts and thereby modify the products of normal 
metabolism. They may combine with proteins and 
incite allergic responses of specific nature, or they 
may exert a direct metallo-toxic effect on cell con- 
stituents and cell structures, which furnishes the 
cancerigenic stimulus. Doubtlessly, the entrance of 
metals into the field of occupational and environ- 
mental cancerigens has greatly widened the spectrum 
of cancerigenic agents. Physicians, and particularly 
those specializing in industrial medicine, would 
therefore do well to consider these new discoveries 
in the field of cancer etiology when analyzing the 
occupational history of their cancer patients or a¢- 
judging possible occupational health hazards to 
workers for whose medical care they are responsible. 


At the present time there exists very little definite 
evidence implicating aliphatic hydrocarbons in the 
production of cancer in man. Experimental studies, 
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on the other hand, have shown that urethane or 
ethyl carbamate, and other carbamate derivatives, 
increase the number of lung tumors in hereditarily 
susceptible mice and rats. While the medicinal use 
of these compounds scarcely provides sufficient ex- 
posure for causing these or similar reactions, if man 
should respond at all in an identical way to these 
chemicals, the possibility of such reactions must be 
kept in mind, since carbamate compounds may 
assume industrial importance in certain fields. 

Similar considerations may well be extended to 
the various chlorinated hepatotoxic hydrocarbons 
which enjoy extensive industrial use. Liver cancers 
have been produced in mice exposed to carbon tetra- 
chloride and chloroform. Since poisoning with these 
chemicals is not infrequent in the solvent-consuming 
industries, it would be of interest to ascertain the 
incidence rate of liver cirrhosis and primary liver 
cancer among workers exposed to these chemicals. 
In view of the fact that the liver is normally en- 
gaged in the detoxication of poisons, including 
endogenous and exogenous carcinogens, there is 
some necessity to determine the total cancer inci- 
dence rate as well as the incidence rates of specific 
cancers for worker populations coming in prolonged 
contact with these and other hepatotoxic chemicals, 
because of a possible impairment of liver function 
remaining at a nonsymptomatic level. 


Thiourea derivatives, extensively used in medicine 
for their thyroid function and leukopoiesis-suppress- 
ing effect, also may deserve scrutiny for possible 
thyroid cancer and leukemia-producing action. The 
leukemiogenic consideration may well be extended 
to all agents of aliphatic and aromatic nature caus- 


ing agranulocytosis and maturation arrest of myeloid 
tissue. 


Observations made in connection with reactions 
preceding the development of benzol and roentgen 
leukemia indicate that there may occur leukopenic 
and anemic phases with maturation arrest of the 
myeloid cells of the bone marrow before leukemoid 
and leukemic reactions became manifest. 


Brief mention may be made of recent observa- 
tions as to the occurrence of cancers of the nasal 
sinuses and lung among workers exposed to the in- 
halation of vapors or dust of an industrial waste 
product, isopropyl oil. If these still preliminary 
observations should be confirmed, they would rep- 
resent the first evidence of a cancerigenic action of 
industrially important aliphatic chemicals on man. 


The reported occurrence of bladder papillomas 
and cancer in rats fed diethylene glycol raises the 
question as to whether man exposed to this or other 
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glycols during occupational activities may respond 
with similar reactions. 

Recent repeated inquiries received as to a possible 
carcinogenic effect of formaldehyde vapors upon the 
lung tissues may make it worthwhile to study the 
lung cancer incidence rate in workers exposed to 
this chemical. Formaldehyde is employed in large 
amounts in the production of plastics, dyes. inks, 
lacquers, resins, tanning preparations, embalming 
fluids, deodorizing agents, and rubber goods. 

Relatively little new information has been added 
in late years to our knowledge of recognized or sus- 
pected aromatic cancerigens. It is felt, however, 
that recent data have supported the leukemiogenic 
effect of benzol. Whether related chemicals, such 
as naphthol, naphthalene, and styrene may exert 
a similar action is at present extremely problem- 
atical, since the evidence available on this matter 
is entirely inconclusive. These chemicals are devoid, 
moreover, of any distinct myelotoxic effect and thus 
do not belong to the group of agents that display an 
ambivalent action on the hematopoietic tissues, 
prominently found to be a part of the environmental 
cancer pattern of benzol and roentgen rays, as the 
results of differences in intensity and rhythm of 
exposure. 


Concerning the occurrence and incidence of 
bladder cancers among dye workers exposed to 
certain aromatic amines, especially beta-naphthy- 
lamine and benzidine, it may be mentioned that the 
number of known cases of this occupational disease, 
particularly from foreign sources, has risen con- 
siderably during recent years. Although the first 
aniline dye was made in France in 1856, it was not 
until 1946 that the first report on the occurrence 
of 17 cases of bladder tumors in this country was 
made. The total number of known cases of bladder 
cancer caused by aromatic amines at present stands 
well over 1,000. There is also a distinct possibility 
that this hazard may not be entirely restricted to 
the dye industry. It is perhaps of interest te note 
here that in 1943 the German dye industry dis- 
continued the manufacture of beta-naphthylamine 
because of the continued excessive incidence rate 
of bladder cancers among its workers (Wolff).!” 
The production of benzidine, on the other hand, is 
still carried on and has been responsible, through the 
inhalation of benzidine dust and vapors, for the 
occurrence of 27 cases of bladder cancer in the 
Leverkusen plant between 1940 and 1949. 

Whether or not some of the aniline dyes may 
cause cancer in man remains a moot question de- 
serving thorough and critical study. Textile and 
paper dyers, as well as consumers of dyed food- 
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The skin cancer hazards connected with an ex- 
posure to coal tar, pitch and asphalt are well known, 
and due to their widespread use in many industries, 
represent a distinct problem. The possibility that 
a prolonged inhalation of tar fumes, such as that 
encountered by retort workers in gas generator 
plants, producers of tar paper, and road construc- 
tion workers, may be associated with an increased 
liability to lung cancer, merits serious attention also 
in this country. 

The recent demonstration of benzpyrene in 
domestic soot!> thereby furnishing a definite chem- 
ical basis for the cancerigenic action of this material 
brings up the question as to whether or not any or 
all of the many commercial soots merchandised 
under various names, such as oil black, lamp black, 
bone black, acetylene black, gas black, and carbon 
black, may possess similar properties. Since some 
of these blacks are manufactured and industrially 
used in huge quantities, it seems desirable that 
definite data of epidemiologic and experimental 
nature be obtained. The scanty information avail- 
able is restricted mainly to domestic or environ- 
mental soot and pertains to a few isolated cases 
of skin cancer allegedly caused by contact with 
some usually not adequately identified commercial 
soot. The various soots differ considerably from 
each other in regard to their relative tar content, 
their chemical composition and their particle size. 
It is possible, therefore, that the cancerigenic po- 
tency of these products may cover a range as wide 
as that demonstrated for the various types of tar. 
The potential cancerigenic hazard that may be 
connected with the production and handling of these 
commercial soots extends to the skin as well as the 
lung. 

Recent experimental observations on mice have 
demonstrated the high cancerigenic potency of cer- 
tain oil residues which boil above 700° F. and which 
are usually sold as industrial fuel. 


These products of the catalytic cracking of crude 
oil fractions present a striking illustration of the 
potential importance which new developments of 
modern industry may have on the health of workers 
employed in both the producing and consuming 
industries. Since our present knowledge of the 
criteria characterizing cancerigenic agents does not 
permit. us, in most instances, even to anticipate such 
properties in any new chemical agent, it is perhaps 
fortunate that the discovery of the cancerigenic 
qualities of these bunker fuels was made relatively 
soon after their production was initiated. The pe- 
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troleum industry is thereby placed in position t 
introduce adequate precautionary measures for the 
protection of its workers and consumers of they 
particular products. In this connection it may hy 
mentioned, however, that cancerigenic fractions ate 
met with in the oil industry in other operations, syd 
as in the production of wax. These fractions are jp 
part products of a simple thermo-fractionation ang 
are found among the products having a boiling 
point below 700° F. 


Among the potential cancerigenic hazards whic 
at the present time are not actual ones in the United 
States, but which may deserve attention at some 
future date, are those connected with the many 
facture and consumption of fractionation products 
of oil shale and of synthetic oils and related material 
obtained by the liquefaction or gasification of coal, 
While workers employed in the German synthetic 
oil plants, the first one of which has been in oper. 
tion since 1926, have suffered from dermatitis, no 
information has been obtainable as to the occurrence 
of skin cancer among these workers. 


Mueller!’ recently reported from Switzerland 
the observation of a bladder cancer in a worker 
handling anthracene residue as fuel. Since this 
material is occasionally used in other European 
countries for the same purposes, more extensive 
evidence is needed before this substance can be im- 
plicated as a carcinogenic agent. It may be men- 
tioned, however, that workers exposed to illuminat- 
ing gas in England have, statistically, shown an 
excessive liability to cancer of the bladder. Thus, 
the observation made in regard to an alleged can- 
cerigenic action of anthracene residue may merit 
more thorough study. 


The cancerigenic action of physical agents re 
quires little comment here. Ultraviolet ray cancer 
of the skin is mainly of concern to outdoor workers. 
Since welders are as a rule adequately protected 
against the rays of the welding arc, the ultraviolet 
rays present in the arc scarcely represent an ap 
preciable occupational cancer hazard in this worker 
group. 

Penetrating radiation of carcinogenic nature, such 
as X-rays, rays generated by cyclotrons and emitted 
by radioactive substances, doubtlessly may assume 
in the future greater significance. Especially the 
progressively widespread use of radioactive materia 
for industrial purposes of various kinds deserve 
attention. Thus, not only dial painters, but also the 
manufacturers and users of electrostatic radioactive 
eliminators and of radioactive tracer compounds 
fall into the group of potentially endangered it 
dividuals that bear watching. In the case of the 
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electrostatic eliminators, the hazard is less one of 
skin contact through improper handling of these 
apparatus, than one of inhalation of radioactive 
particles released into the air through bombardment 
of the gold film by the alpha particles of polonium 
or radium used in these appliances. They are em- 
ployed in the printing and textile industries for the 
prevention of fire hazards resulting from sparks of 
static electricity.!* 


In giving this brief panoramic view of present and 
potential occupational hazards and carcinogenic op- 
erations, deductions were made not only from 
established facts and more or less well founded sus- 
pected relationships, but, in some instances, a cer- 
tain amount of speculation as to possible future 
developments was indulged in. This attitude of 
alertness toward potential cancerigenic hazards is 
essential and necessary for the future discovery of 
new or so far unrecognized occupational cancerigens. 
On general principles, any agent that has been 
shown to elicit cancers in animals, and that in some 
form enters the human environment should be sus- 
pected of exerting a similar effect in man. Serious 
efforts should therefore be made to prove or dis- 
prove such suspicions through adequate epidemio- 
logic studies in exposed population groups. Only 
when this information is available can definite pre- 
ventive and precautionary measures be instituted 
for regulating a recognized occupational cancer 
hazard. Increased awareness of the medical pro- 
fession, and especially of the industrial physician, 
toward environmental cancer hazards can contribute 
a great deal to the discovery of the causes and con- 
trol of human cancer. 
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DISCUSSION (Abstract) 


Dr. Leon Goldman, Cincinnati, Ohio—In dermatology 
we are interested in the heavy metals in relationship to the 
development of malignancy of the skin. This brings up 
the old question of the possible connection between hyper- 
sensitive reactions of the skin and carcinogenic reactions 
of the skin, because only certain individuals develop a 
hypersensitivity reaction, and only certain individuals de- 
velop a carcinogenic reaction. At least, with the heavy 
metals there appears to be no relationship. 

There is not a new but certainly more commonly 
recognized form of skin malignancy which is ordinarily not 
considered in industrial medicine, the so-called multiple 
superficial malignancy of the covered parts of the skin. 
We in dermatology are trying to find possible etiologies, and 
arsenic has been suggested as one of the causes of these 
benign-looking, very superficial scaling lesions of the cov- 
ered parts of the body, which, if you look closely, have a 
suspicious infiltrated border. 

An individual may have as many as thirty or forty of 
these patches. As I say, we try to get a history of arsenic 
in these individuals, and in many, we do get a history of 
ingestion of Fowler’s solution at some time previously. 
There has been some question recently, raised in the Section 
on Dermatology here, incidentally, about the possibility 
that the increase of this disorder is due to the use of 
arsenical sprays in agriculture. 

These lesions should be recognized early, because they 
are somewhat resistant to certain forms of treatment. It 
is very simple to take a biopsy from a suspected edge and 
so to recognize it in its early phase. 

I should like to ask Dr. Hueper if there has been any 
work done in regard to the arsenic content and distribution 
in these malignancies, as compared to the arsenic content 
of the normal skins of the same individuals who have these 
malignancies. 

We had attempted, in patients with multiple superficial 
malignancies, to do tests of hypersensitivity to arsenic, in- 
cluding physical agents. All of the tests were without any 
positive results. We did not test the malignancy area 
itself, only the normal skin of these individuals. 

In industry, of course, arsenical compounds may cause 
eczematous reactions. As a rule those individuals do not 
show the stigmata of epithelial cell proliferation, as kera- 
toses, melanoses and cancer. 

The question of the relationship between the sensitive 
skin and the skin which develops carcinoma is further con- 
fused by the examples that Dr. Hueper mentioned, for 
example: of nickel, which is one of the most fascinating 


— 123 
1 
1 
1 
1 
1 
be im- 
men- 
iminat- 
an 
Thus, 
can- 
menit 
nts 


sensitizing agents in dermatology, since some people are so 
sensitive to it that it takes, speaking specifically, relatively 
few so-called free nickel ions, such as you get from a nickel 
coin, (buffalo type) to produce a very severe and pro- 
tracted dermatitis. However, we have seen no instances of 
malignancies which we think may have been due to nickel. 


Formaldehyde and chromium are other examples of the 
highly sensitizing materials in dermatology which do not 
give rise commonly to a skin malignancy. 


The question of the tars and pitches is very important 
to us because therapeutically tar is one of the commonest 
agents used in dermatology and, curiously enough, in con- 
junction with radiation therapy. You would think that 
that combination would give rise to malignancies, yet it 
does not. There has been only one recent authenticated 
case report by Hodgson, and some investigative work in 
animals by Berenblum. In spite of the fact that tar mix- 
tures have been used for many years by many derma- 
tologists with innumerable treatment periods given, malig- 
nancies certainly have not arisen. We do know that the 
individual who is going to get malignancies from the tars 
and pitches is preferably an individual with blonde skin, 
an individual who gets melanosis easily; an individual who 
is exposed to both tar and ultra-violet light and, therefore, 
perhaps that type of worker with blonde skin. Perhaps the 
worker with the heavy comedones and acne should be 
excluded from the tar industry. 


When we come to the subject of the aromatic amines 
and the azo dyes, there is perhaps a little closer associa- 
tion because that group is again one of the highly sensitizing 
groups in dermatology. Witness some of the recent derma- 
titis from nylon finishes. According to Mayer, certain 
quinone compounds have both a highly sensitizing factor 
in animals and also have a tendency to a high degree of 
cellular proliferation. In that particular group perhaps this 
question of the relationship of sensitive skin and skin which 
can become carcinomatous may be settled. At least it seems 
that investigative work ought to be continued in that par- 
ticular field, and Mayer is doing this. 


The radiation hazards I am glad Dr. Hueper mentioned, 
because, as he said, they will be very important in the 
future. If the industrial x-ray machines are not well pro- 
tected the worker suffers; and some of you may now know 
that occasionally a worker, hearing of an x-ray machine 
and having a skin disorder, has been foolish enough to treat 
his own skin irritation with the industrial x-ray machine 
which is available at the plant. The results are disastrous. 


For us in dermatology, beryllium and asbestos develop 
foreign body granulomata rather than malignancies. In 
industrial medicine, callosities subject to trauma may de- 
velop malignancy secondarily. 


It seems that for us in clinical medicine it is well to get 
a better history of our patients with skin malignancy. We 
must try to determine critically, if we can, the influence of 
the occupational factor. It is well to suggest to you that 
with the easy availability of the skin as an entire organ, 
it is simple to get biopsies, easy to do them and with the 
biopsy, easy to determine whether we are dealing with an 
early malignant lesion or not. The emphasis in all cancer 
work at the present time is early diagnosis. If we are 
selecting a biopsy from an early lesion that we suspect may 
be malignant, it is well to palpate the lesion and pick out 
an area which is somewhat infiltrated, and choose the 
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biopsy specimen from that. Small punches will expedite 
the biopsy taking. 

With the general measures of industrial hygiene tha 
Dr. Hueper has recommended, with the selection of workers 
for the job, and with the early recognition, it seems possible 
to cause a reduction in the incidence of occupational malig. 
nancies, at least of the skin. 


Dr. Hueper (closing).—As to the arsenic content of skip 
cancer, some work has been done in the part in which jt 
was shown that the skin cancers contain histochemically 
arsenic, demonstrated as arsenic sulfide. 

In regard to the skin sensitivity of carcinogenic agents, 
there is an absence of skin cancer as far as nickel and 
chromium are concerned. It is rather surprising that, for 
instance, in the chromium field one tends to get chromium 
holes of the skin and defects of the nasal septa; but so far 
I know of no case where such lesions have resulted in the 
development of cancer. 


The same applies to the septum defects of arsenic workers. 
There is not a single case on record where cancer has de. 
veloped in the nasal septum of an arsenic worker. The 
cancers affect the skin, or possibly lung or the alimentary 
tract. ; 

In regard to the broader question of sensitivity and 
cancer, I have favored that view in my book on occup- 
tional tumors, and I still feel that it merits serious con- 
sideration, especially in view of rather recent observations 
that certain dyes, like azo-toluene and trypan blue, given 
to rats, will result either in cancer of the liver or in reticu- 
lum sarcomas or spindle cell sarcomas, and in each case 
the dye combines with the plasma albumin. 


VIRUS AS A CAUSE OF HUMAN AND 
ANIMAL MALIGNANCIES* 


By Joun E. Grecory, M.D. 
Pasadena, California 


It was in 1910 that Peyton Rous! first announced 
in medical literature that chicken sarcoma was due 
to a virus. 


In 1914 it was generally accepted that this ma- 
lignant disease in chickens was definitely due toa 
virus. Many do not realize that this disease in 
chickens is pathologically and clinically identical to 
spindle cell sarcoma in the human. 


For years it was felt that chicken sarcoma virus 
was specific for the chicken; but now it has bee 
shown that if the virus is injected into other birds, 
such as ducks or pigeons, in their first week of life 
the virus will produce this same type of malignant 
tumor in these birds. 

Rabbit skin papillary carcinoma was proved 1 
be due to a virus in 1933 by Shope.’ $ 


*Received for publication October 31, 1949. 
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Malignant tumors of the kidney of the frog were 
proved to be due to a virus in 1934 by Lucké.* 

In 1940 it was proved that breast cancer in the 
mouse was transmitted by the milk factor which 
has all the characteristics of a virus; it is destroyed 
by heating to 56° C. for one hour, it passes through 
the Berkfeldt filter, and only small quantities 
(0.2 cc. of milk) are necessary to transmit the 
disease. 7 

In 1948 a Japanese oncologist, Dr. Kinoshita,® 
proved that a special malignant endothelioma in the 
mouse was due to a virus. 

As time goes on, more and more animal malig- 
nancies are being shown to be due to a virus. Why, 
then, should we not look for such a cause in human 
malignancy? That a virus or viruses might have 
something to do with human cancer has been the 
subject of much controversy. I am aware of all 
the negative results in the literature on virus as a 
causative agent in cancer pathogenesis. Actually, 
virus as an etiological agent in cancer was discarded 
before the advent of the modern electron micro- 
scope. Now, with all this new equipment, it might 
be well to review this work, and to extend our 
studies. To give some of our results is the purpose 
of this report. 


Extremely thin sections of malignant tissue have 
been sliced on the new microtome, and have been 
examined in the electron microscope. Submicro- 
scopic spherical bodies have been found in the 
malignant cells, which were not found in normal 
cells. These bodies cannot be studied well in these 
tissue sections, so tissue filtrates were prepared by 
macerating tissue with mortar and pestle, and then 
washing through Berkfeldt filters with sterile dis- 
tilled water. The filtrates were then examined in 
the electron microscope. 


Over 1000 human malignant tissues of all types 
as well as 1000 normal tissues or benign tumors 
have been studied in this way. 


In the 1000 normal tissues and benign tumors 
no virus-like bodies have been found. In 100 per 
cent of the human malignant tissues studied, virus- 
like bodies were found. The bodies are the size 
of virus, from 0.1-0.2 » in diameter, and are 
spherical in shape. Since these bodies are found in 
malignant tissue and not in benign tissue using the 
same technic, they cannot be artifacts, but must 
have something to do with the malignant process. 
Fig. 4 is an electron microphotograph of virus from 
human cancer of the cervix. Note the cell wall, 


nucleus and cytoplasm in each. This shows they are 
formed elements. 
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Fig. B is an interesting microphotograph of 
cancer virus from human malignant melanoma 
which shows one virus particle in cell division. This 
indicates that this virus has the potentialities of life 
within itself like any living organism. 

Egg cultures were made of this malignant mel- 
anoma by injecting 0.2 cc. of the Berkfeldt filtrate 
into an egg incubated four days; and after four 
more days the egg was macerated and washed 
through the filter. Fig. C shows an electron micro- 
photograph of this egg culture filtrate. Note that 
Fig. B is magnified 28,000 times and Fig. C 50,000 
times. Also note the definite increase in the number 
of virus particles in Fig. C. This shows conclusively 
that this virus has life. 

In Fig. G, which is an electron microphotograph 
of a filtrate of human cancer of the uterus, an 
apparent mitotic figure can be seen. 

Now, histologically, it has been shown that human 
cancer virus has a cell wall, nucleus and cytoplasm, 
and can be seen both in cell division and nuclear 
division. 

These human cancer virus particles were allowed 
to stand in triple-distilled water producing an en- 
largement of the virus and a herniation outward of 
one area of the cell wall.? This shows that physi- 
ologically this virus has cellular characteristics 
showing an increased osmotic pressure over that of 
distilled water. 


These human cancer virus bodies have been 
cultured in eggs.° !° Filtrates of these egg cultures 
have been injected into monkeys, rats, and one- 
week-old chicks. Malignant tumors developed in 
these animals. The same virus was then isolated 
from the tumors, and the virus re-cultured. Up to 
the present time, cancer of the breast, cancer of the 
ovary, cancer of the stomach, myelogenous leu- 
kemia, spindle cell sarcoma, and myosarcoma have 
been developed in these animals. 


Now, to be sure that no carcinogenic compound 
is responsible for these tumors, the egg-culture 
filtrates, and also the human cancer Berkfeldt fil- 
trates were heated to 56° C. for one hour. These 
were then injected into twice as many animals at 
the same time the previous experiment was per- 
formed. In this group no cancers have developed 
in from one to three years. 


This proves that human cancer virus, which has 
been found in 100 per cent of human cancers, 
actually causes the cancers and is not present as a 
secondary invader. 


It is interesting to compare animal and human 
cancer virus. Fig. D shows cancer virus from a 
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microphotograph of virus from human cervical carcinoma. 
microphotograph of virus from human malignant melancma. 
microphotograph of virus from egg cuiture of human malignant melanoma. 
microphotograph of virus from mouse breast carcinoma. 

microphotograph of virus from stock culture of chicken sarcoma. 
microphotograph of virus from human breast carcinoma. 
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G. An .electron microphotograph of virus from human 
carcinoma of uterus. 

crophotograph of virus from buffy coat 

uman leukemia cutis. 

An electron microphotograp 

of ulcer of human leukemi 


h of virus from egg culture 


spontaneous mouse breast carcinoma. Fig. E shows 
virus from a stock culture of chicken sarcoma. 
Fig. F shows cancer virus from a human breast 
carcinoma. Note the resemblance of these three 
organisms: one from the mouse, one from the 
chicken and one from the human. 


Human leukemia cutis virus is shown in Fig. H. 
This was taken from the buffy coat, which is the 
layer of white cells that forms when blood is centri- 
fuged. Fig. J is an electron microphotograph of an 
egg culture taken from an ulcer of this same patient. 
Note the resemblance of all the viral bodies. All 
have the same characteristics, but vary slightly in 
size depending upon the tissue from which they 
come. However, in rapidly growing tumors, the 
virus varies from 0.1-0.2 » in size. 


Myelogenous leukemia virus from the chicken 
appears practically identical with that from the 
human leukemia. 


In Koch’s time everyone believed that bad air, 
bad water, and bad nutrition caused tuberculosis; 
however Koch insisted that the conclusions of his 
studies were correct, and that the real cause of the 
disease was a micro-organism. The other factors 
were secondary. This proved to be true. Today, 
we are in the same situation in regard to cancer. 
Irritation, poor nutrition, degeneration, heredity, 
abnormal chemical, enzyme and hormone balance, 
are all important secondary factors; but the real 
cause is a living micro-organism, a cancer virus. 


SUMMARY 


In animal cancers, which are due to virus, the 
only experiments done to prove that these tumors 
were caused by a virus were to produce the tumors 
with cell-free filtrates; and then after destroying 
the virus by heat to show that no cancer would 
result after injection. 


In the work reported above, the virus was found 
in human cancer tissues. The virus was isolated 
by using Berkfeldt filtrates and taking electromicro- 
photographs of them. This virus was identified and 
proved to be a virus by its cellular characteristics: 
it has a cell wall, nucleus, cytoplasm, and can be 
seen in both cell division and nuclear division. It 
has the physiologic characteristics of a cell. It can 
be cultured in an egg, and is destroyed by heating 
to 56° C. for one hour. Cell-free filtrates and egg 
culture filtrates were injected into animals, thereby 
producing malignant tumors. The same virus has 
been re-isolated and re-cultured from the tumors. 
This experiment, therefore, fulfills all of the three 
criteria of Koch’s postulates. 
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The virus was heated to 56° C. for one hour, and 
injected into animals. No tumors developed. 

It has also been shown that human and animal 
cancers may be due to similar organisms, if not to 
the same organism. 


CONCLUSION 


Cancer is an infectious disease in which the 
causative organism is a virus which sensitizes cells 
to grow wild and metastasize when stimulated by 
irritants, chemicals, toxins or excess hormones. An 
overwhelming infection of the virus alone may also 
produce the disease. 
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For many years workers in the field of medicine 
have been laboring to prolong human life. So suc- 
cessful have their efforts been that there are more 
people over forty years of age in our country than 
ever before, and the percentage is steadily increas- 
ing. This large group in the upper age bracket 
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brings us face to face with new problems in ever 
phase of daily living. In order to be an asset rather 
than a liability to society, these people must 
kept in a sufficiently good state of health to assy 
their continued usefulness to their communitig 
Both society and the aging individual must leam 
that some adjustment is necessary. There are emp. 
tional changes to be understood, recreational needs 
to be filled, and the medical profession must ac. 
knowledge and actively face the fact that prolonged 
life is of little value if health has been utterly los, 


Everyone runs across such cases as the individual 
pictured in Fig. 1., an elderly-looking white femal 
patient, age 65, with a chronic ulcer of the left leg 
She has outlived the life expectancy which se 
would have had ten or twenty years ago. She now 
presents an accumulation of chronic disorders: 
dermal vascular, nutritional, degenerative, postural, 
visual, and mental. Hers is the sad sack, humdrum 
existence of a hospital chronic. How can the year 
which science has added to her life expectancy bk 
turned into happier living? 


With such considerations as these in mind, we 
have undertaken an analysis of the patients over 
forty years of age in our own dermatologic practice 
In 3,397 consecutive cases, covering a period of 
one year, there were 878 patients above forty yeas 
of age. The data obtained are summarized in th 
following charts. 


Total 40-60 


Disease entity Cases Years Ratio Over 60 — Ratio 
Keratoses 121 1 in 7 114 1 in 
Contact dermatitis 204 158 1 in 6 46s in 8 
Vesicular eruptions 
(hands and feet)... 138 114 1 in 8 24 1 in I 
Basal cell carcinoma _..132 62 1 in 14 7 1 in 
Fungus infections —.... 102 83 1 in 11 19 1inl 
Seborrheic dermatitis .. 97 76 1 in 12 21. Lint 
67 1 in 13 26 
Infections of skin... 88 67 1 in 13 21. «Lin! 
51 1 in 17 9 1 in 
Localized neuroderm -.. 49 37 1 in 24 12. 122 
Acne rosacea -................ 25 1 in 35 3 tint 
Sebaceous cyst 18 1 in 48 8 lint 
Squamous cell cancer... 25 7 1 in 125 18 Lin? 
Leukoplakia 24 14 1 in 63 10 
Dry skin 12 1 in 67 12 
Urticaria 20 in 44 de 
Scabies 1 4 i 
Pruritus vulvae 21 19 1 in 46 2 
Mouth lesions —...... 17 9 1 in 98 8 lat 


= 
Chart 1 
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1 every i of new lesions from an already damaged skin or 
mucous membrane. 


rather Disease entity Total Cases 40 to 60 Years Over 60 


ust be 
Stasis dermatitis 


Hyperkeratosis is the most frequent lesion in 
patients past the age of forty, being one in fourteen 
cases. The incidence, as with basal and squamous 


assure 
ityriasis rOS€@ ---.----.------------------ ---- 
unities, 


Drug eruptions 


8 
0 
2 
t leam 4 cell epithelioma, doubles after sixty years of age. 
re emo- Winter itch — 7 6 It is of major concern to old people. They intensely 
1 needs Erythema multiforme... 2 1 dislike these disfiguring signs of age and are anxious 
ust ac- 9 2 lest malignancy result from them. It is sometimes 
olonged 7 3 difficult to convince patients that hyperkeratoses 
rly lost. Herpes simplex 8 2 are not cancers. Our treatment consists of surgical 
dividual Herpes zoster 6 4 removal and destruction by electrodesiccation. In 
female 1 very old or debilitated individuals x-ray or radium 
left leg Heat 4 jis sometimes the more satisfactory procedure. 
ich she Two of the more important conditions are basal 
Hydradenitis suppurativa 7 2 Z 
she now and squamous cell epitheliomas. It is not within 
sorders: es 7 > the scope of this paper to discourse at length on the 
ostural, i 6 9 treatment of two such widely discussed subjects. 
umdrum Dermatitis herpetiformis — 4 > We should like, however, to mention the importance 
he years nein eee 3 4 of the proper psychological approach. Patients are 
ancy be Lupus erythematosus — 3 o very apt to ask for a frank statement from their 
Toxic dermatitis 4 1 doctor as to whether or not they have cancer with- 
ind Neurotic excoriations 4 0 out the realization that cancer of the skin does not 
ot ‘ale Intertrigo 3 1 usually carry the same sense of impending doom 
practice that is attached to visceral carcinoma. Patients 
eriod d Chart 2 must be confidently assured that with removal of 
rty year the lesion and with periodic check-ups there is no 


din th It is noticed from the chart that mouth lesions 
: doubled in incidence in the age group after sixty. 
The changes which age produces in the mouth are 
of great interest because the well-being of the in- 
dividual as a whole is closely related to the condi- 
0 Rati tion of the mouth. 


To begin with the lip, leukoplakia hyperkeratosis 


further danger. 
Stasis dermatitis, in our series, was of relatively 


ya and carcinoma in our section of the country are 
has often seen even before the age of forty and rapidly 
int increase in frequency with the age of the individual. 
ins The chief factors responsible for producing these 
1 ini lesions in Louisiana are outdoor occupations, such 
Lint! as professional hunting, trapping, and fishing; a 
1 ini near tropical climate; an air free from indus- 
tao trial smoke; the provincial custom of continually 
 - dangling home- or ready-made cigarettes from the 
| a corners of the mouth; poor dentition; and a high 
incidence of syphilis. 
°° People are gradually learning through medical 
we education to seek early treatment. Our wards and 
* clinics, however, are still too filled with those un- 
, fortunates who sought arsenic paste and other so- 
, ibe called cures at the hands of quacks. Our treatment 
> tial Consists of thorough and adequate destruction of 
g 1a these lesions and removal of chronic irritants in so 


“~ as it is possible. Patients return for frequent Fie. 1 
eck-ups because of the possibility of development id 


Aged individual with chronic leg ulcer. 


ite 
4 
5 
> 
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low incidence. It is, however, of great importance 
because patients with this condition have usually 
endured their discomfort for months or years. The 
person who relieves them will evoke the eternal 
gratitude of both patient and family. These lesions 
are often difficult to heal because of the constitu- 
tional factors involved. Age may have produced 
such changes as arteriosclerosis, posthrombophlebitic 
edema, varicose veins, lymphedema, a dietary im- 
balance producing either obesity or emaciation with 
vitamin and blood protein deficiency, infection, 
pyogenic or fungus. Or patients may have been 
sensitized by ill-advised local therapy. Treatment 
consists of general therapeutic measures such as 
vascular support to the extremity with Unna’s 
paste boot, “elastoplast,” or “ace” bandages. If 
infection is present, the antibiotic such as bacitracin 
ointment, and cold applications are helpful. After 
acute inflammation has subsided, red blood cells 
to promote local healing have been most valuable 
in our experience. 

Contact dermatitis in the older group is some- 
times a most serious affair. It may lead up to a 
chronic exfoliative dermatitis resembling a lympho- 
blastoma. By the time such patients come under 
dermatologic care, they are very apt to have mul- 
tiple sensitizations. They may become unemploy- 
able because of the type of condition which they 
have and this may present various sociological 
problems. They are often hard to manage because 
of lapses of memory and lack of reasoning power. 
In order to seek relief from itching, they are always 
willing to try anything anyone recommends. Be- 
cause they have tissues that are beginning to 
atrophy, their recovery time is slow. It requires 
understanding, cooperation, and good nursing care 
to effect cures. This condition was second in order 
of frequency in our survey. 

We believe the incidence of dryness of the skin 
to be much higher than statistics would show. It 
is often not recorded on the chart when it appears 
in combination with other conditions. Our past ex- 
perience tells us that even in Louisiana, where the 
climate is not severe, a wave of cold weather around 
the forties on the thermometer (F.) will produce 
numerous complaints of this kind. Hot baths, strong 
soap, and wool clothes are sometimes too much for 
a skin past forty. In treatment, we stress the fact 
that they must take fewer and cooler baths with 
less soap and substitute a softer material for wool. 
Ointments used to combat dryness must be used 
regularly over long periods of time in order to 
prevent relapses. 


Infectious eczematoid dermatitis along with dry- 
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ness of the skin (winter itch), which elderly people 
have, is a result of an underfunction of the sebaceoys 
and sweat glands. The epithelium becomes dry and 
fractured, thereby affording an entrance to the 
bacteria. This, along with the lack of the normal 
bactericidal effect of the sebum and sweat, makes 
this group of patients particularly susceptible to 
all types of skin infection. Infectious eczematoid 
dermatitis spreads rapidly if unchecked and resists 
all types of treatment. The skin seems to lose al] 
its resistive powers and large erythematous, scaly 
plaques surround the actual areas of infection. This, 
we believe, is a sensitization of the skin to the 
bacteria and their products. Usually there are mul- 
tiple areas of dermatitis over the body. Infectious 
eczematoid dermatitis is usually secondary to some 
pre-existing disease. For example, a chronic drain- 
ing ear will soon produce such a dermatitis of the 
ear and adjacent face and neck. A discharging 
nipple will be complicated many times by an in- 
fectious dermatitis of the areola and breast. Treat- 
ment of this disease is difficult. If there is a pre 
existing and underlying disease, we try to correct 
this, but frequently we are obliged first to cure the 
dermatitis. Penicillin intramuscularly works well 
in many instances. Water and grease of any kind 
are contraindicated and pastes are the choice. A 
standard prescription is sulphur precipitated 4 per 
cent in Lasser’s zinc paste. This is applied twice 
daily. If it is to be removed at all, warm mineral 
oil is used for the purpose. Bacitracin or aureomy- 
cin ointment may be used during the scaly dry 
stage of the disease. Sulfadiazine by mouth in 
therapeutic doses has some efficacy. 

A serious part of the problem is to see that these 
people receive the prescribed medication and ade 
quate care. New Orleans has taken an initial step 
in this direction by setting up a Community Health 
Association, maintained by Community Chest funds, 
which has organized a geriatric visiting nursing 
service. Last year over 13,000 nursing hours were 
given, on a pay basis depending upon the incom 
of families. Within institutions for the aged, it 
firmaries have been established with modern stand- 
ards, and with funds for necessary specialist com 
sultants and medication. 

There is one point that cannot be over-emphi 
sized; treatment must be directed toward the pe 
tient as a whole. That is a true statement for aly 
period of life, but certainly of particular signifi 
cance in treating patients of the over forty a 
group. The body has marvelous capacities for sel 
healing from early childhood to the early declining 
years. With approaching age, however, resistant 
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to disease processes becomes less. One of the prin- 
ciple causes is the deficient diet. For instance, it is 
not sometimes realized by patients, families, or 
physicians just how close to the pellagra borderline 
an elderly individual can be. Too often old age is 
blamed for conditions which could be alleviated by 
adequate diet and improved physical and mental 
hygiene. Because these patients are a high challenge 
to the ingenuity of the physician any degree of 
success in solving their difficulties is a distinct 
triumph. 
HISTOLOGIC PICTURE 


The histologic picture, like the gross appearance, 
of the skin frequently changes with advancing age. 
It must be remembered that a great variation may 
be seen in the picture of any particular age group, 
this being in keeping with the marked general ap- 
pearance which may be noted in two or more in- 
dividuals of a given age. In some gross wrinkling 
will be in evidence while in others the appearance 
and texture of the skin may belie their chronologic 
age. It follows that there must be a marked differ- 
ence in the changes noted histologically in this 
group of individuals. 


Fig. 2 
Skin of man, age 50, showing thinning of epidermis, sparse short pegs, 


and widened Papillae. 


The changes which occur should be classified as 
qualitative, and to some degree quantitative, the 
latter because most of the changes noted, when 
present to a marked degree, are classified as patho- 
logic states. The validity of this classification may 
be open to some question since degenerative changes 
in the skin as well as other tissues are so common 
in the aged that they may well be considered as the 
involution phase of histology of tissues. 


For the purpose of this discussion two questions 
must be answered; first, can we always demonstrate 
this involution phase in sections of skin from in- 
dividuals in this elderly age group? Second, what 
are the changes, when present, by which we are 
able to identify the sections as having come from 
an elderly individual? The first cannot be answered 
in the affirmative without numerous exceptions. 
Usually we are able to demonstrate changes in 
those persons over 50 which at least will lead us 
to suspect their having entered the involutional 
period. However, we have studied the skin from 
individuals as old as 104 in which these changes 
were so slight that one would err in approximating 
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Fig. 3 
Skin of a woman, age 45. There is fragmentation of collagenous fibers 
with atrophy. Slight rhexis of elastic fibers is also present. The 
collagen shows breaking up in many areas. 
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«+! 
Fig. 4 

Skin of a woman, age 59. The collagen and elastic degeneration has 

advanced to the production of collacin. The epidermis also shows 

marked thinning, as in Fig. 1. 

the age group from which they came. This type of 

individual also fails to show the expected gross 

appearance for this age group. 


The second question requires both explanations 
and illustration, by test and pictures. The epidermis 
usually shows thinning which is more or less uni- 
form, especially over non-pressure areas. There is 
a diminution in number and size of the rete pegs, 
being separated by widened, blunt papillae. The 
epidermal thinning is largely at the expense of the 
prickle cell layer, with the granular layer most 
often being only one cell in thickness. One often 
notes an absence of sharp outline to the cells of the 
prickle layer (Fig. 1). In the corium, atrophy and 
beginning fragmentation of the collagenous fibers 
may be noted (Fig. 2). When this process proceeds 
to a more severe degree it results in fragmentation 
of the fibers accompanied by collagen degeneration 
which becomes basophilic in character and fre- 
quently aggregates in clumps. The elastic fibers 
may swell, fragment and assume a basophilic stain- 
ing quality with hematoxylin and eosin. As this 
thexis of elastic tissue advances, there may be 
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clumping of the fragmented elastic fibers, commonly 
referred to as elacin (Unna). Clumped accumula- 
tions of degenerated and fragmented collagen and 
elacin are then known as collacin. This latter pic- 
ture is seen as an advanced degree of senile change 
or involution (Fig. 3). 

These changes may be present in part or in their 
entirety in the skin of a given individual. The 
study of a group of persons in this age period will 
show one or more of these changes in the majority. 
As with other changes occuring in other organs and 
tissues, some or all of these processes may be seen 
in relatively early life representing premature in- 
volution. 


DISCUSSION (Abstract) 


Dr. Hugh Hailey, Atlanta, Ga—Dr. Kennedy and his 
colleagues have brought us face to face with the common 
place diseases which need to be aired a little at least once a 
year. For convenience sake please permit me to refer to 
some of the inflammatory diseases of older people as eczema, 
a term pointing not to diagnosis but rather to therapy. 

In summing up the value of certain therapeutic agents 
I wish to offer the following observations. If I seem to be 
too far out in left-field will some one please put me back 
in the ball game. 

In the treatment of generalized pruritus and pruritus ani 
et vulvae the use of androgens and estrogens has not been 
too impressive. With hormonal therapy many patients 
claim to be helped only later to find improvement tem- 
porary. 

There are some of us who feel that the soapless detergents 
are just as irritating as mild soap. 

The general impression seems to be that antihistaminic 
drugs have supplied us with more hope than with help. 

Regarding vitamin therapy it probably is more acceptable 
to both patient and physician than the older tonics con- 
taining mercury and arsenic. 

As was pointed out by Dr. Kennedy the dermatologist, 
next to his skill and experience, can pat himself on the back 
for relying on the simple topical remedies that have stood 
the test of time. 

Dr. Raymond C. V. Robinson, Baltimore, Md—Dr. 
Kennedy’s statement as to the increasing importance of 
medical care of the aged is attested to by the establishing 
of a Department of Geriontology at the Baltimore City 
Hospital, supported by federal funds. The purpose of this 
group is to study the physiology of the aging processes in 
“normal” elderly people. 

It is quite possible that intensive study of the suprarenal 
cortex may supply the answers to some of our problems. 
It is well established that approximately 15 milligrams of 
androgenic substance are excreted in 24 hours in the urine 
of the average adult male and 10 milligrams in the average 
female. Past middle age this drops in the woman and 
somewhat more abruptly in the man to about 5 milligrams 
excreted in 24 hours. 
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Based on these findings, one might make the assumption 
that there is a loss of about 50 per cent of the output of 
17 ketosteroids from the adrenal cortex in both male and 
female past middle age with the additional loss in the male 
due to loss in function of the testis. 

If these assumptions are true then a possible explanation 
of hypertrichosis in the elderly female can be the excess of 
androgenic substance (5 mg. from the adrenal cortex) in 
the absence of ovarian hormone output following meno- 
pause. 

It was of interest to me that not one case of hyper- 
trichosis in middle aged females (40 to 60 years) was in- 
duded. Such individuals not infrequently present them- 
selves for removal of superfluous hair. 


Dr. Kennedy mentioned the changes which take place in 
collagen in the elderly skin. There have been several recent 
articles on the relationship of cortisone (compound E) and 
adreno-corticotrophic hormone (ACTH) to collagen diseases. 
So iar there seems to be an ameliorating effect on rheu- 
matoid arthritis, acute disseminate lupus erythematosus and 
the arthropathic type of psoriasis. 

The adrenal cortex has, among other functions, an anti- 
hyaluronidase action. Hyaluronic acid has been proven to 
be present in the cement substance of the corium. There is 
probably some direct relationship to the histologic changes, 
particularly since these changes occur after the adrenal 
cortex has slowed in its output. 


The histologic changes described by Dr. Kennedy might 
also explain, at least in part, the inability of the aged person 
to withstand extreme cold, since, along with atrophy of 
epidermal appendages and changes in the corium, there are 
probably changes in the receptors leading to the thalamus. 

The high incidence of syphilis is mentioned in the dis- 
cussion of leukoplakia, hyperkeratosis, and carcinoma of the 
lip as one of the factors responsible for producing these 
lesions. I should like to take exception to this, since there 
is no proof that syphilis plays any part in the production 
of cancerous or precancerous lesions. There seems to be 
little doubt, however, in view of the high incidence of 
cutaneous malignancy among the young men stationed in 
the Pacific Theater during the recent war, that prolonged 
exposure in a tropical or near tropical climate predisposes 
to such conditions. 

Dietary imbalance plays an important role in dermatoses 
of the aged. These people frequently become “picky” in 
their eating habits and may develop minimal changes due 
to hypovitaminoses. Allergic conditions also have a tendency 
to appear and it is not unusual in such persons to obtain 
a history of eczema, urticaria or other allergic manifestation 
in infancy or adolescence, with no similar episodes during 
adulthood. 

Dryness of the skin seems a natural sequence to atrophy 
of epidermal appendages with inactivity of sweat glands. 


I should like to emphasize Dr. Kennedy’s observation 
that treatment must be directed toward the patient as a 
whole. Too often, dermatologic conditions are considered 
as only surface disorders, when most often they are asso- 
ciated with or directly attributable to some internal disorder. 


New Orleans is to be commended for instituting its 
geriatric visiting nursing service. No doubt other cities will 


follow the example set. 
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LOCALIZED INTRARENAL CYSTIC DISEASE 
OF THE KIDNEY* 


By Reser, M.D. 
CueEsTER A. Fort, M.D. 
and 
J. DENNY MorFettT, Jr., M.D. 
Atlanta, Georgia 


In 1944 Braasch and Hendrick! offered the fol- 
lowing classification of cystic disease of the kidney: 


(1) Retention or inflammatory cyst. 

(2) Simple cyst—single, multilocular or hemorrhagic. 

(3) Peripelvic (pyelogenic cyst). 

(4) Parapelvic cyst. 

(5) Cyst, secondary to renal pathologic changes (calculus, 
hypernephroma, tuberculosis, pyelonephritis, hema- 
toma, and echinococcus). 


(6) Polycystic kidney. 


We are interested in a seventh type of cyst, name- 
ly: localized intrarenal cystic disease of the kidney. 
By this term we mean a condition in which there 
are single or multiple cysts localized in one area 
of the kidney. There is no communication between 
the cyst, or cysts, and the calyceal system. Mathé? 
said that 25 per cent of this type of cyst contained 
malignant change at the time of nephrectomy. 

The etiology of cystic disease of the kidney is 
unknown. Some authors believe it is lymphatic in 
nature, either congenital or acquired. Others postu- 
late that it is solely congenital. 


This presentation proposes to point out the diffi- 
culties in diagnosis between this condition and 
neoplasms of the parenchyma of the kidney. 

Cystic disease usually presents as its initial symp- 
tom gross painless hematuria. The hematuria is due 
to the rupture of a blood vessel from the pressure 
of an adjacent cyst. A carefully elicited history 
may reveal that hematuria had occurred some years 
previously. Then there was an interval of silence 
lasting one yéar or more. The hematuria then 
recurred. The long interval between the episodes 
of hematuria would favor the diagnosis of cystic 
disease. One of the characteristic features of tumors 
of the kidney is the presence of fatigue. The af- 
flicted individual must push himself to accomplish 
his work. Patients with cystic disease ordinarily 
do not offer this complaint. The red blood count 


*Read in Section on Urology, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
Society of Northern Kentucky, held in Cincinnati, November 14-17, 


*From the Department of Urology, Emory University School of 
Medicine, Atlanta, Georgia. 
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and hemoglobin are usually not depressed with 
cystic disease unless the hematuria has been pro- 
longed and excessive. Secondary anemia commonly 
exists with neoplasms, even in so-called early cases. 
Unless there is coexisting infection of the kidney, 
the victims of cystic disease do not run the low 
grade fever characteristic of neoplasm. The ten- 
dency to rely for final diagnosis on well-made 
pyelograms does not assist in the differential diag- 
nosis. Each condition discloses a space occupying 
lesion arising from the parenchyma. One cannot 
tell cyst from tumor. 


We wish to present two cases of localized intra- 
renal cystic disease. Each of these cases was diag- 
nosed as tumor of the kidney prior to operation. 


CASE REPORTS 


Case 1.—G. S., a 27-year-old colored male, was admitted 
to Grady Memorial Hospital in August, 1949, with left 
renal colic and hematuria of 5 days duration. He gave a 
history of two previous episodes of painless hematuria, one 
in 1942 and again in 1945. Examination revealed a healthy 
colored male with mild left flank tenderness. The urine 
was grossly bloody. At cystoscopy, blood was seen coming 
from the orifice of the left ureter. An excretory urogram 
showed a normally functioning right kidney. A neophro- 
gram was obtained oi the left kidney. 


A retrograde pyelogram of the left side showed filling 
defects in the ureter and the pelvis of the kidney which 
were interpreted as blood clots. There was dilatation of the 
left upper urinary tract (Fig. 7). 


All laboratory studies were within normal limits. The 


Pyelogram on admission showing filling defects in ureter and pelvis 
of left kidney due to blood clots. 
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patient continued to bleed from the left kidney. Subse. 
quent pyelograms of the left side showed a filling defect of 
the lower pole (Fig. 2). 

At the time of investigation of the left kidney an irregy- 
larity was noted in the lower calyx of the right kidney, 
Not enough significance was attached to this minor de- 
formity (Fig. 3). 


Fig. 2 
Subsequent pyelogram demonstrating filling defect in lower pole of 
left kidney. 


Fig. 3 
Pyelogram which illustrates filling defect, lower calyx, right kidney. 
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op: Exploration of the left kidney was performed. It was 


not possible by gross inspection definitely to determine that 
tumor was present. In view of the suspicious pyelogram, 
egu- a nephrectomy was done (Fig. 4). 
iney. The gross specimen showed the kidney to be smooth in 
te- outline. The lower pole was somewhat enlarged and tense. 
The inferior portion of the kidney was bluish in color com- 
pared to the reddish color of the rest of the kidney. 
Sagittal section disclosed the presence of 6 cysts in the 
vicinity of the renal pelvis and the lower calyx. However, 
none communicated with the pelvis or calyces. They varied 
in size from 5 mm. to 4+ cm. The larger cysts were filled 
with bloody fluid. There were no cysts either grossly or 
microscopically in the upper half of the kidney (Fig. 5). 
This man’s course was normal until the sixth postopera- 
tive day when he suddenly became oliguric. During the 
following 24 hours only 300 cc. of grossly bloody urine 
was excreted. On the next day there was no urine. An 
intravenous urogram revealed a right nephrogram. Due to 
the fact that the patient had been on prophylactic sulfadia- 
zine, blockage from crystallization was suspected. Conse- 
quently, the right ureter was catheterized and immediately 
dark colored urine flowed from the catheter. Micro- 
scopically, there were innumerable red blood cells but no 
sulfa crystals. Simultaneously. a retrograde pyelogram was 
made. To our consternation, a dilated upper urinary tract 
with the lower calyx distorted and what was presumed to 
be a cyst filled with contrast media was disclosed (Fig. 6). 
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Fig. 5 


oe Demonstrating cyst formation of inferior pole of left kidney. 


Fig. 4 Fig. 6 


ney. Note swelling and irregularity of lower pole of left kidney. Contrast media filling cysts in lower pole of right kidney. 
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At this time the urine cleared and diuresis occurred. 
After 48 hours of drainage from the inlying ureteral 
catheter, blockage from blood clots necessitated the removal 
of the catheter. Alternate periods of oliguria and diuresis 
supervened. The non-protein nitrogen rose steadily. Aero- 
bacter aerogenes was cultured from the urine. Streptomycin 
therapy was then instituted. 


On the fourteenth postoperative day a septic type of 
temperature existed. Acidosis developed and was controlled 
by large amounts of sodium administered parenterally. On 
the sixteenth post-nephrectomy day, or ten days following 
the onset of bleeding from the remaining kidney a nephros- 
tomy tube was inserted through the middle calyx. There 
were 3 cysts filled with suppuration and bloody fluid 
surrounding the lower and middle calyces. The upper pole 
of the kidney was normal. There were innumerable miliary 
abscesses distributed throughout the cortex of the kidney. 


Aureomycin was started immediately after the nephros- 
tomy. The patient did not respond and on the fifth day 
following the nephrostomy he expired of uremia and over- 
whelming septicemia. We were unable to obtain a post- 
mortem. 


Case 2—M. B., a 42-year-old colored woman, was first 
seen in January, 1948, because of gross hematuria. The 
bleeding had occurred intermittently during the previous 
six years. At no time had she experienced any fatigue, pain, 
gastro-intestinal disturbances, chills, fever, or loss of weight. 
Examination disclosed no abnormal findings, and no mass 
could be palpated in either kidney region. The blood pres- 
sure was 160/90. A catheterized specimen of urine was 
normal except for gross blood. The red blood count was 
3,800,000, the hemoglobin 70 per cent. White blood count 
was 9,000 with a normal differential. The blood Kahn was 
negative. 


Cystoscopic examination revealed a normal bladder. 


Fig. 7 
Pyelogram showing filling defect in upper pole of left kidney. 
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Faintly pink tinted urine spurted from the left ureteraj 
orifice and clear urine from the right. The differentia} 
function test of each kidney was equal and normal. There 
was no infection and cultures were negative. The pyelo. 
grams on the right side outlined an entirely normal kidney 
and ureter. In the left pyelogram in the region of the 
upper major calyx there was a deformity suggesting the 
encroachment commonly produced by neoplasm although 
the outline of the parenchyma was entirely normal (Fig. 7), 

An evacuation film taken 15 minutes following injection 
of the contrast medium showed some retention of iodide 
in the region of the deformity of the upper major calyx 
on the left side. 


Five days later retrograde pyelograms were repeated to 
insure the constancy of the deformity and to exclude the 
possibility of a blood clot producing the bizarre irregu. 
larity. The conformation remained unchanged. Nephrec- 
tomy was performed on February 3, 1948, with removal 
of what appeared to be an entirely normal kidney both in 
gross appearance and by palpation (Fig. 8). 

Full recovery was prompt and during the following two 
years she remained well. There was no recurrence of 
hematuria. 


The report of the pathologist was: 


“The kidney measured 4x6x10.5 centimeters and weighed 
87 grams. The external surface was ragged, bright red 
and dull. The cortex was narrow, reddish brown with 
grey mottling. Occupying the medullary area there was 
a globular fluctuant body 2.5 centimeters in diameter. 
This body was filled with clear, somewhat viscous fluid 
and lined by a smooth, greyish blue, glistening membrane. 
The wall was not over 0.2 centimeters in diameter and was 
firmly adherent to the adjacent kidney substance. There 


Fig. & 
Photograph of left kidney, sagittal section, illustrating walls of 
single cyst. 


4 


reteral 
rential 
There 
pyelo- 
sidney 
of the 
1g the 
hough 
ig. 7), 
jection 
iodide 
calyx 


ted to 
de the 
irregu- 
phrec- 
moval 
oth in 


iz two 
ice of 


eighed 
it red 
with 
Was 
meter. 
: fluid 
brane. 
id was 
There 


Vol. 43 No. 2 


RIESER ET AL.: CYSTIC 


was no communication between the pelvis of the kidney 
and this body. One margin of the section was composed 
of thin but compact strands of tissue supported by fairly 
compact fibrous tissue. Malpighian tufts and tubules were 
seen here and there. The tubules were lined with polvhedral 
shaped cells the nuclei of which were not very prominent. 
The diagnosis was endothelial cyst.” 


SUMMARY 


(1) Anatomical and clinical features of localized 
intrarenal cystic disease of the kidney are presented. 


(2) Salient features in the differential diag- 
nosis between cystic disease and neoplasm are 
enumerated. 


(3) Two cases of localized intrarenal cystic dis- 
ease of the kidney are reported. In neither instance 
was it possible to differentiate before operation be- 
tween new growth and cystic disease of the kidney. 
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DISCUSSION (Abstract) 


Dr. W. Vinson Pierce, Covington, Ky—The differential 
diagnosis between tumor and cysts of the kidney is diffi- 
cult at all times. The difficulty in distinguishing between 
these two lesions oftentimes necessitates an exploratory 
operation to rule out a neoplasm, when a filling defect is 
evident on pyelographic studies; whereas in many cases, 
if it had been known beforehand that a small asymptomatic 
cyst was the cause of the defect, it might have been the 
part of discretion to allow the patient to continue with his 
cyst. 

There are a few criteria which are supposed to be of some 
value in differentiating the two conditions on the basis of 
the x-ray findings, such as the fact that the fluid in a cyst 
will usually cast a denser shadow than will neoplastic 
tissue, and the roentgenographic outline of a renal cyst is 
in most cases more circular and regular than that of a 
neoplasm. Compression and deformity of the pelvis of the 
kidney are usually more marked with a tumor than with 
a cyst. Also, the outline of a cyst, in the majority of cases, 
is in one pole of the kidney, which is not necessarily true 
with a tumor. These findings are only suggestive, however, 
and as was stated in the presentation which we have just 
heard, differentiation by x-ray alone is usually impossible. 

I believe that the essayists have stressed a valuable point 
in emphasizing that the clinical course of the two conditions 
is often dissimilar. The patient with a neoplasm is more 
subject to fatigue, is more apt to have a secondary anemia, 
and often runs a mildly febrile course. The absence of these 
findings does not rule out early neoplasm, however, and 
conversely, the patient with a simple cyst may have one or 
more of them, if some concurrent but unrelated condition 
is superimposed, or if he has lost enough blood to develop 
marked anemia. 

A finding which sometimes brings a patient to his doctor, 
or leads to his referral to a urologist for further study, is 
the presence of a palpable mass in the abdomen or flank. 
Even in a thin individual, however, it is difficult to* ascer- 
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tain by palpation through the abdominal wall whether such 
a mass is solid or cystic in nature, and again, the final 
diagnosis is made only when the kidney is exposed surgically. 

It is interesting to note that Dr. Rieser and his asso- 
ciates found hematuria in their two cases, and that they 
consider this as the predominant early symptom in most 
cases of cystic disease. In our own experience, hematuria 
has been noted in a minority of the cases which we have 
seen, although in a few of these the bleeding has been 
severe. In the series of 163 cases which Braasch and 
Hendricks reported in 1944, gross hematuria was present 
in only 21 cases, or 13 per cent, and microscopic hematuria 
was found in 23 cases. 

The classification of cysts of the kidney is not yet uni- 
formly standardized, and it is probable that this has at 
times led to some confusion in the discussion of these 
conditions. I wonder whether the lesion which has been 
described today should be considered as belonging to the 
group of simple serous cysts, different from other simple 
cysts only in that they are located within the parenchyma 
of the kidney rather than peripherally at one or the other 
pole. If, as the authors have inferred, the cysts located 
deeper within the kidney are more prone to malignant 
degeneration, even to the extent of 25 per cent, as quoted 
from Dr. Mathé, then I should think that they merit a 
separate heading in the terminology of cystic disease, and 
that the discovery of their presence would in most cases 
be sufficient reason to warrant nephrectomy rather than 
more conservative treatment, provided that the contra- 
lateral kidney had been found normal. Another considera- 
tion which would make nephrectomy the logical treatment 
for these lesions is that their location within the kidney 
makes excision of the cyst, with preservation of the remain- 
ing kidney tissue, an impossibility. 


Dr. Monroe Wolf, New Orleans, La.—The first case pre- 
sented suggests congenital bilateral polycystic disease. I 
should like to present a case of a woman thirty-seven years 
of age whom I saw a year ago who had two years previously 
consulted an abdominal surgeon for digestive disturbance, 
upper left abdominal discomfort, and a mass. 

At that time, in 1946, he advised a urological survey 
which she neglected to have. Two years later, she consulted 
him again for the same symptoms, and at that same time 
she was referred to me for a survey. 


She had never had urinary tract disturbance. The 
gastro-intestinal x-ray showed a marked filling defect of the 
stomach. 


The pressure from the mass deformed the cardia of the 
stomach. The bilateral pyelogram showed a marked filling 
defect on the left side, and a practically normal right upper 
urinary tract. The diagnosis of polycystic kidney was 
made instead of new growth or malignancy because of the 
woman’s history. She had had symptoms of four years’ 
duration. 

In my experience I have never seen a patient with a 
malignancy of this type live more than one and one-half 
years. 

A review of the literature for unilateral polycystic disease 
shows very few cases. Bell, at St. Paul, reports a number 
in newborn or early post mortems. 


Dr. Rieser (closing) —In connection with the appearance 
of hematuria, the figures Dr. Moffett gave concerned the 
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simple cysts. The percentages of 13 per cent or 21 per cent 
apply to simple cysts. This is not a simple cyst; that is 
why we brought it to your attention. It so closely impinges 
on the intrarenal blood supply that hematuria is very 
likely to be associated with this type of disease. 

Dr. Wolf suggested this might have been a polycystic 
kidney. We too thought of that, but in both cases, both 
right and left kidneys showed absolutely no cysts as you 
saw from the gross specimen and the sagittal specimens in 
the upper pole. The cyst was completely confined to the 
lower pole on both sides. 

It has been doubted that there is such a thing as a 
unilateral polycystic kidney. Cases have been reported but 
the doubt remains that microscopically there may be cysts 
which cannot be grossly observed. 

Of the multiple cystic kidney which has been reported 
in infants, it is possible that some will develop cysts in 
the residual kidney as the child grows older, so that the 
entire classification of cystic kidney is in need of great 
change. I believe that Bier pointed out that simple cysts 
arise from the renal covering, the fascia of the kidney, due 
probably to a lymphatic blockage, and simple cyst has 
not been associated with the type of case we are presenting 
today because the finding was based upon the endothelial 
lining of the cyst wall, and there is no pathologic condition 
resembling the pararenal coverings that are seen in simple 
cysts. 


Our classification of cystic disease should be revised so ° 


that the reporting of cases will become more uniform. There 
are at present, in addition to the seven we mention, four 
other types of cystic disease of the kidney, some of which 
resemble one another. For example, the second case pre- 
sented today might have been classified as a parapelvic 
lesion but we chose the term “localized intrarenal cystic 
disease of the kidney.” 


Dr. Wolf-—In quoting to Bier’s quotation, were you 
referring to hydrocele of the kidney, the subcapsular effusion, 
or was that involving the cortex? 


Dr. Rieser—No, that is his theory as to the development 
of simple or solitary cyst of the kidney. He believes it 
derives from the true renal fascia through a lymphatic 
blockage. 


FRACTURES OF THE PATELLA: OPERATIVE 
TREATMENT* 


By J. Garser, M.D. 
Indianapolis, Indiana 


INTRODUCTION 


Management of fractures of the patella with 
separation or comminution of fragments continues 
to arouse discussion and diversity of opinion. Linear 
fractures without separation require only a short 


*Read in Section on Orthopedic and Traumatic Surgery, Southern 
Medical Association, Forty-Third Annual Meeting, Auspices Campbell- 
Kenton County Medical Society of Northern Kentucky, held in Cin- 
cinnati, November 14-17, 1949. 


*From the Departments of Orthopaedic Surgery, Indiana University 
Medical Center and Billings Veteran's Hospital. 
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period of immobilization during which exercises are 
practiced to maintain quadriceps muscle tone. 

Nonoperative treatment was also used for the 
more severe fractures until Lister and Cameron 
began to do open suture with wire in 1877.! At 
first, criticism and ridicule were heaped upon the 
method, yet by 1900 its popularity had become 
established. 


Historical—Analysis of three large group: of 
surgically treated cases, reported separately by 
Powers, Heineck and Corner from 1898 to 1910, 
removed any question as to the superiority of open 
reduction for fractures with separation. Operative 
risk was small, bone union could be obtained and 
recovery of function was rapid.! 


Good results are obtainable by open suture. yet 
the variety of methods employed indicates a lack 
of uniformly satisfactory results. Irregularity of the 
articular surface with traumatic arthritis very fre- 
quently follows open reduction when comminution 
is present. 

Prolonged immobilization, essential to bone union 
after suture, lengthens the convalescent period. and 
may retard or even prevent complete recovery of 
function in the knee. Furthermore, of all bones the 
patella shows the greatest tendency to refracture. 
This troublesome complication requires a second, 
and obviously undesirable, operation upon the joint. 


The difficulties in getting comminuted fractures 
accurately reduced and the frequency of unsatis- 
factory results after open suture have led to partial 
or total excision of the patella. 

Complete patellectomy for all fractures with 
separation of fragments has been enthusiastically 
recommended by many authors, particularly since 
Ralph Brooke’s paper in 1937.2, He concluded that 
the patella, as a part of the skeleton, has become 
modified to take part in movements of the knee, but 
its presence is incidental and is a deterrent rather 
than an aid to these movements. His experiments 
and analysis of 30 cases after patellectomy seemed 
to prove that, in absence of the patella, the effi- 
ciency of the knee joint is, if anything, increased 
both as regards rapidity of movement and power. 
All of his cases had recovered full function within 
four to six weeks after operation. 


Again, in 1946, Brooke’ presented a five to 
fifteen-year study of the end results in 54 cases. 
All patients returned to work in four to eight weeks, 
and none showed arthritic changes by x-ray. Of 
the 37 cases available for final study, 27 had normal 
function and 10 had some disability. He empha- 
sized that success depends upon using nonabsorb- 
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able suture, and avoiding postoperative immobiliza- 
tion. 

Advantages claimed for total excision are a more 
rapid recovery of function, a smoother convales- 
cence, no impairment of joint function, and elim- 
ination of the need for a second operation which 
arises if a wire breaks or if the patella refractures.!~> 


Certain clinical and experimental work since 1937 
does not confirm Brooke’s contentions on the func- 
tional role of the patella, nor the uniformly good 
results described following complete excision for all 
fractures.® 

Several investigators insist that the patella has 
two important functions.°®%!°!! Qne is to serve 
as a lever to increase efficiency of the quadriceps 
apparatus; the other is to protect the femoral 
condyles against trauma. 

Complete removal of the patella in rabbits is fol- 
lowed by degenerative changes in the articular 
cartilage over the patellar surface of the femur, vet 
no disturbance of gait or function is detectable.* !” 
Further investigation is needed to determine whether 
similar changes occur among humans. 


An attempt at regeneration after patellectomy is 
seen both in laboratory animals and in humans by 
the fibro-cartilagenous and calcified masses which 
appear in the tendon at the former site of the patella. 
Dobbie and Ryerson! suggest that this newly re- 
generated mass in the tendon takes over the pro- 
tective role formerly played by the patella, while 
others’ hold that the gross calcification lowers 
elasticity in the tendon and leads to loss of knee 
flexion. This ossification may be a serious factor 
in delaying return of joint function, and has been 
cited as a disadvantage of patellectomy. 

Thomson!$ !4 was among the first to suggest that 
where comminution exists, either in the upper or 
lower pole, only the comminuted fragments should 
be excised and the tendon attached to the remain- 
ing intact fragment. No irregularity in joint surface 
is left by this procedure, the large fragment pre- 
serves the leverage and protective functions, and 
motion in the knee joint may be started within two 
or three weeks after operation. 

Opinion differs as to whether part or all of the 
patella should be removed. Complete excision, ad- 
vocated by some for all fractures with separation of 
fragments, is held by others to be a measure indi- 
cated only when it cannot be avoided. Claims that 
the knee is as strong or stronger, and that the joint 
is painless after patellectomy have not been gen- 
erally substantiated. 


Treatment.—Key'> has stated the principal ob- 
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jectives of treatment. The first is to restore con- 
tinuity of the knee’s powerful extensor mechanism; 
and, the second, to restore motion without leaving 
an articular surface which will irritate the joint 
and lead to degenerative changes later. 


Simple Transverse Fractures.——Ilf there are two 
fragments of equal size accurate reduction with 
firm fixation by wire suture is recommended by 
many surgeons. The suture material should be 
strong enough so that some joint motion can be 
started within two to three weeks after operation. 

If the fracture line lies above or below center, the 
smaller fragment should be removed and the tendon 
firmly attached to the remaining fragment. 


Transverse Fractures with Comminution—Com- 
minuted fragments of the upper or lower pole should 
be excised and the tendon attached to the remaining 
fragment. Quadriceps exercises are begun one or 
two days after operation and joint motion may be 
started at three weeks. 


Patellectomy.—The consensus is that this pro- 
cedure is to be regarded with caution, and that it 
should not be done for all fractures. 

The following lesions justify total excision: (1) 
fresh, compound, comminuted fractures; (2) com- 
minuted fractures of the entire patella; (3) old 
fractures healed with malposition; (4) refracture 
after open suture. 


General Considerations.—Operation should be 
done within two to five days after injury providing 
the skin is intact. The period of disability appears 
to be shortened if repair is done within the first 14 
days. 

A U-shaped incision is preferable to a longitudinal 
one as it follows skin creases, and places the line of 
skin closure below the level of that in the aponeu- 
rosis. 


Separation of fragments indicates that a tear is 
present in the aponeurosis at the fracture level. This 
should be carefully sutured. Its repair is facilitated 
by starting at the outer ends and proceeding toward 
the center. 

Opinion varies as to immobilization after opera- 
tion. Many authors condemn plaster fixation, and 
allow weightbearing with joint motion at ten days 
after partial or total patellectomy. 

I feel that a cylinder cast should be used for 
three weeks after any type of repair. Immobiliza- 
tion minimizes tissue and joint reaction, promotes 
healing by providing rest, and adds greatly to the 
patient’s comfort. Since the patient is more com- 
fortable it is easier for him to begin quadriceps 
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Fig. 1 


Diagram showing front (A) and side (B) views of fracture, capsular tear and placement of skin incision. 


Fig. 2 
(A) Vertical incision down through capsule covering lower fragments and patellar tendon; (B) capsule flaps have been dissected outward 
and comminuted fragments have been removed. 


\ 
| 
mel >| \ 
\ 
4 - = 


setting on the day after operation and straight leg 
raising shortly thereafter. Exercises to preserve 
quadriceps strength during the recovery period are 
absolutely essential for a satisfactory result. 


Immobilization, if continued for six or more weeks 


AG 


Trim off protruding end 
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after operation, may cause joint stiffness and delay 
recovery. Flexion movement has been regained in 
our cases having three weeks plaster fixation just 
as quickly as in a few treated without casts. 


Operation.—I am presenting here a modified pro- 


Fig. 3 
ward (A) Showing position of drill holes in bone and placement of heavy chromic sutures; (B) the sutures are tied tightly over the tendon’s 
anterior surface to pull tendon into contact with bone: (C) lateral view showing tendon turned forward to cover entire raw surface of the 


upper fragment. 


Aids. 
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Fig. 4 
Closure of the vertical incision covers suture knots on the tendon. 
Repair of the tear in capsule is begun at the outer ends. 
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cedure for fractures in which excision of the 
smaller, comminuted portion is indicated. 

The fracture site and tear in the aponeurosis are 
exposed through a U-shaped incision (Fig. 1). A 
vertical incision is made downward through the 
capsule in the midline over the lower pole and 
patellar tendon. Flaps of capsule are dissected out- 
ward on each side (Fig. 2). Comminuted fragments 
are excised and the raw surface of the intact upper 
fragment is freshened with a curette. The tendon 
covering the anterior surface of the proximal frag- 
ment is dissected upward for a distance of one inch. 
Four drill holes are made diagonally through the 
upper fragment to emerge near its articular surface 
(Fig. 3). A moist sponge placed beneath the frag- 
ment prevents bone crumbs from entering the joint. 


The joint is thoroughly irrigated. Two double 
sutures of heavy chromic catgut are threaded 
through the drill holes in the upper fragment, and 
are then carried through the patellar tendon about 
one inch distal to its free end. When these are tied 
tightly on the anterior surface of the tendon below. 
the tendon turns forward to cover the entire raw 
bone surface of the upper fragment. This insure: 
maximum contact of tendon with bone, takes up 
slack created by excision of fragments, and may 
tend to deflect the edge of the remaining fragment 


Fig. 5 
Case 1.—Roentgenograms before operation. 
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Fig. 6 


Case 2.—Roentgenograms before operation. 


Fig. 7 
Case 3.—Roentgenograms at nine months after total patellectomy. Note the extensive calcification 


in the tendon. 
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away from the condyles on contraction of the 
quadriceps. 

Transverse tears in the aponeurosis are closed 
with interrupted chromic sutures. Closure of the 
vertical incision creates a smooth surface over the 
whole area of repair by covering the knots (Fig. 4). 

A plaster cylinder is left on for three weeks. 
Quadriceps setting is begun on the following day, 
and weightbearing with crutches may be started in 
seven to ten days. The patient commences tlexion 
exercises on removal of the cast, and full use of the 
knee is encouraged from this point. 


CASE PRESENTATION REPORTS 


Case 1—G. P., man aged 24, received a comminuted 
fracture of the lower pole of the right patella on August 29, 
1948 (Fig. 5). Excision of fragments with repair as 
described above was done nine days later. The patient 
resumed work as a telephone linesman nine weeks after 
operation. At 12 months after operation he has a com- 
plete range of motion and full function without pain. 


Case 2—D. N., man aged 22, sustained a comminuted 
fracture of the lower pole of the right patella along with 
other iractures after a plane crash on August 13, 1948 (Fig. 
6). Excision of fragments and repair as described above 
were done 25 days later. Flexion of the knee to 90 degrees 
was obtained two weeks after removal of the cast. Return 
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to work was delayed by the other injuries, particularly by a 
severe ankle fracture in the same leg. Full function and a 
complete range of motion were present in the knee at 12 
months after operation. 


Case 3—C. H. K., man aged 60, sustained a comminuted 
fracture of the entire left patella on December 4, 1948, 
Operation was delayed because of abrasions over the 
knee and pulmonary embolism. Total patellectomy was done 
six weeks after injury. Active extension and flexion lacked 
five degrees of being normal at nine months after opera- 
tion. On occasion, he has a feeling of slight instability in 
the knee. Note the calcification in the tendon at nine 
months after operation in Fig. 7. 


Case 4—J. G., woman aged 21, sustained a fracture of 
the right patella on July 22, 1948. Open suture with wire 
was done on the following day and a cast was applied for 
ten days. The wire broke five months later and a second 
wiring operation was done. Pain in the knee, limitation of 
motion, and instability in the joint persisted after both 
procedures. Total patellectomy was done on October 3, 
1949, eight months after the second wiring operation. No 
cast was used. Active extension to 175 degrees and flexion 
to 60 degrees was the range of motion at five weeks after 
operation. There was no pain on walking. Fig. 8 shows 
that although a smooth anterior surface was obtained at the 
second wiring, the under surface was rough and was a 
source of joint irritation. 


Case 5—C. D., woman aged 29, sustained a comminuted 
fracture in the distal pole of the right patella on October 2, 
1948. Excision of the fragments with tendon repair was 


Fig. 8 
Pateila removed after second wiring operation. The anterior surface is smooth with good approximation of fragments. 
There is a deep, irregular cleft at the junction of the fragments in the lateral view, and the photo on the right 


shows loss of articular cartilage from the lower pole. 
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done 18 days later. The cast was not removed until six 
weeks after operation due to an error in follow-up care. At 
11 months after partial excision, the patient had only 60 
degrees of motion in the joint, pain on climbing stairs, and 
crepitation on motion. The remaining fragment was ex- 
cised on September 16, 1949, and intra-articular adhesions 
were broken by manipulation. Five weeks after operation, 
60 degrees motion was present, the patient was much more 
comiortable and her limp had disappeared. Failure of 
partial excision here is attributed to the long period of 
immobilization after operation. Fig. 9 is a longitudinal 
section through the remaining fragment of the patella which 
was removed at the second operation. Quadriceps junction 
js shown at A, the bone fragment at B, and the intimate 
osseo-tendinous attachment obtained by suture of the 
patellar tendon to bone at C. 
CONCLUSIONS 


(1) Partial excision is indicated when more than 
half of the patella remains intact. 


(2) The indications for complete excision in frac- 
tures of the patella are presented. 

(3) Total patellectomy should not be employed 
for all fractures of the patella. There is much evi- 
dence to support the contention that knee joint 
efficiency is reduced even though the joint shows 
normal response to clinical tests and to requirements 
of everyday activity. 

(4) Ossification in the patellar tendon follows 
excision. Its effect upon tendon elasticity is ques- 
tionable because by the time the calcified mass can 
be demonstrated by x-ray examination a satisfactory 
range of flexion in the joint has been obtained. 

(5) Plaster immobilization for three weeks after 
partial or total excision of the patella helps the 
patient to start quadriceps exercises soon after 
operation by adding to his comfort, and it does not 
delay recovery of motion or function. 

(6) It is well to recall here a quotation from 
Powers’ paper written in 1898: 


“... In the matter of ultimate results our conclusions 


Fig. 9 
Longitudinal section through segment of patella removed one year 
ater partial excision and suture of tendon to bone. (A) quadriceps 
tendon, (B) patellar fragment, and (C) the intimate attachment of 
patellar tendon over the entire raw surface of bone. 
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10. Loomis, 


must be in a large part inferential, as with but few excep- 
tions the cases have been reported too soon after operation. 
They are instances of operative recovery, and they permit 
an expression of the individual opinions of the reporters, 
but they unfortunately do not warrant judgment as to the 
definite usefulness of the limb after a suitable length of 
time. . . . The cases should be thoroughly tested after a 
lapse of one or two years, for in no class of fractures does 
time make greater changes.’—(Quoted by Dobbie and 
Ryerson). 


I wish to express my thanks to Mr. James Glore of the 
Department of Illustration, Indiana University Medical 
Center, for the preparation of the illustrations used here. 
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Fracture. 


INTRAMEDULLARY NAILING OF 
FRACTURES OF THE FEMUR 
AND OTHER LONG BONES* 


By Cuartes T. Berry, M.D. 
Greenville, Mississippi 


Any method of treating fractures of long bones 
which will minimize the use of plaster, plates 
and screws, and skeletal traction, is worthy of 
consideration. 

For fractures of the femur a body cast is neither 
comfortable nor efficient and its use often results 
in muscle wasting and joint stiffness in regions far 
from the actual fracture site. 


The objection to plates and screws is that the 


*Read in Section on General Practice, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County 
Medical Society of Northern Kentucky, held in Cincinnati, November 
14-17, 1949. 
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plate holds the fractured ends rigidly apart, creating 
a gap over which callus must cross before union 
can take place. The Egger plate with its sliding 
longitudinal action eliminates to some extent this 
objection.! However, the use of plates and screws 
must be supplemented by a cast. 

With skeletal traction there is the ever present 
danger of distraction leading to nonunion, and 
constant observation is necessary to keep apparatus 
in alignment and the patient comfortable. 

There are three types of femur nails with which 
we are familiar: (1) the hollow clover-leaf Kunt- 
scher nail, (2) the solid, diamond-shaped Hansen- 
Street> nail, and (3) the smaller round Rush? > + 
nail. We have used both the Kuntscher® and 
Hansen-Street nails and find them comparable in 
all respects. We have had limited personal experi- 
ence with the Rush nail, as this nail has only re- 
cently been placed on the market. The Kuntscher 
and Hansen-Street nails are in reality large rigid 
rods while the Rush nail is round, smaller in diam- 
eter, more flexible, and depends for its stability 
on a spring principle. 

For the first time with the use of medullary nail- 
ing, we have the muscles working with us instead 
of against us.’* The more the muscles contract the 
closer the fractured fragments are impacted, assur- 
ing continuous compression of the bone ends. The 
importance of this factor should be emphasized in 
femur fractures, remembering that the thigh muscles 
are the most powerful group of muscles in the 
human body. 

Following medullary nailing of the femur no ex- 
ternal support is usually necessary. Thus, from the 
patient’s viewpoint they are immeasurably more 
comfortable than if treated by any other method. 
Morale is much higher. The patient can move about 
immediately and is out of bed in a wheel chair 
within a week; is soon on crutches and out of the 
hospital. With exercise, muscles quickly regain 
their tone and joints their normal range of motion. 
This is of particular importance in the elderly who 
are prone to develop stiff joints if immobilized for 
any length of time. Exercise prevents decalcification 
of the bones from inactivity and the patient’s gen- 
eral condition is benefited by being up and about. 
Pneumonia is less to be feared. Pressure sores from 
a cast are avoided. With exercise the danger of 
postoperative phlebitis and embolism is lessened; 
and finally, the patient's hospital bill is cut to a 
minimum. 

Kuntscher’s original method of blind nailing of 
femur fractures following closed reduction is not 
recommended as a routine procedure. It is not prac- 
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tical, with comminution and displacement. What js 
recommended for the usual case is an open reduc- 
tion with introduction of a medullary nail under 
direct vision. This is a less shocking procedure 
than open reduction with plating. It can be accom- 
plished in less time. and the exposure need not be 
as long. If medullary nailing is indicated and 
properly executed there is no need to fear operative 
shock. 


Theoretically, fat embolism is a danger. Kuntscher 
has reviewed hundreds of cases minimizing this 
possibility. In adults the bone marrow is not highly 
differentiated and regenerates rapidly. It is mainly 
fat serving as mechanical filling of dead space. In 
all probability there is some degree of fat embolism 
with every medullary nailing but in amounts too 
small to produce symptoms. In a review of the 
literature, mostly from Europe, eight deaths have 
been reported as resulting from fat embolism. Each 
of these followed the closed nailing technic of femur 
fractures. An advantage of the open method is that 
fat can be washed out of the wound with normal 
saline or preferably ether. Granted that fat 
embolism is a theoretical danger, with the use of 
the open method it does not seem to be a practical 
one. Migration of the nail has been listed as a 
possible complication. If the nail is long enough 
to begin with, and of the proper width, there is 
little danger of migration in the treatment of fresh 
fractures. This also holds true for rotation of the 
fractured fragments upon each other, and for an- 
gulation and lateral displacement. There is no ex- 
cuse for putting in a nail that is too long. With the 
use of either the Hansen-Street, Kuntscher, or Rush 
nail there is no danger of corrosion from the metal. 
If weightbearing is not allowed until there is x-ray 
evidence of union and the dictates of common sense 
are followed by the patient, there is no reason to 
fear fracture of the nail. With obese patients and 
early weightbearing there is danger of lateral bend- 
ing of the nail and posterior angulation at the 
fracture site. One must depend on x-ray rather 
than clinical evidence of union as a criterion for 
allowing weightbearing. This is particularly true 
in the oblique and comminuted type of fracture. 


Open reduction with medullary nailing of neces- 
sity slows down endosteal callus formation, as does 
any type of open reduction, particularly if the nail 
is large and wedged tightly in the medullary canal. 
The larger the diameter of the nail the more likeli 
hood of destruction of endosteal bone from pressutt. 
A smaller diameter nail is preferable from the 
standpoint of endosteal union. On the other hand 
the nail should practically fill the cavity in order to 
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achieve maximum stability without external sup- 
port, and to prevent displacement, angulation and 
torque. The optimum diameter of the medullary 
nail is still an open question. The smaller diameter 
nail of Dr. Leslie Rush with its three-point pressure, 
or some further modification may be the answer. 
Time and further investigation will undoubtedly 
lead to the development of better technics. How- 
ever, this method will compare favorably with any 
present method of open reduction regarding early 
union. The medullary nail seems to stimulate an 
early formation of periosteal or soft callus, possibly 
by periosteal irritation. 


As the femur is the ideal location for medullary 
nailing, the indications and technic for this area will 
be discussed in detail. The indications for medullary 
nailing are: 

(1) Transverse and oblique simple fractures of 
the shaft of the femur from two inches below the 
lesser trochanter to four inches above the lower 
femoral epiphyseal line. 


(2) Spiral comminuted or fragmented multiple 
simple fractures in the same region if supplemented 
by wire loops or skeletal traction. It is our belief 
that the use of casts is not necessary. Wire loops 
will usually suffice. On occasions heavy catgut loops 
are used and at times supplementary screws. Post- 
operative elevation of the leg and thigh in a 
Thomas splint with a Pierson attachment is helpful 
in the more severe cases. To prevent shortening, 
skeletal traction is occasionally indicated in multiple 
fragmented cases that cannot be handled with wire 
loops or screws, and for fractures immediately 
adjacent to the trochanter to prevent the develop- 
ment of a coxa vara deformity. Five kgm. is suf- 
ficient traction weight. With skeletal traction fre- 
quent x-ray checkups are advised as distraction can 
occur as well as shortening. 


(3) Compound fractures not grossly contam- 
inated and with minimal soft tissue damage if 
treated early and treatment supplemented by anti- 
biotics. 

(4) Old fractures of femur with delayed union 
ot nonunion due to distraction. Also malunited 
fractures with shortening. angulation or rotary dis- 
placement. With marked shortening, preliminary 
osteotomy and gradual stretching by skeletal trac- 
tion are indicated prior to medullary nailing. 


} (5) Pathologic fractures resulting from osteitis 
fibtosa cystica are particularly suited as are meta- 
‘atic carcinomas with fracture. 


(6) In pseudarthrosis medullary nailing can be 


BERRY: FRACTURES OF LONG BONES 


147 


used to advantage, usually combined with some 
type of bone grafting procedure. 


Contraindications—(1) A poor surgical risk 
from any cause. These are potential candidates for 
shock and patients in shock will not stand pounding 
with a mallet. Shock also markedly increases the 
danger from fat embolism. 


(2) All fractures less than two inches from the 
lesser trochanter or less than four inches from the 
lower femoral epiphyseal line. A single rigid nail 
cannot get enough grasp in this short fragment to 
achieve stability. It is interesting to note that Dr. 
Leslie Rush recently reports a supracondylar frac- 
ture successfully treated by double nail fixation 
passing the nails from below upwards through 
small, medial and lateral incisions over the femoral 
condyles. This technic may well prove a valuable 
addition to the present technics of medullary nail- 
ing, and can be accomplished only with the use of 
the more flexible Rush nail. 

(3) Patients under fifteen vears of age. Here 
the danger of acute osteomyelitis is greatly increased 
as compared to adult bone. Fractures in children 
are best treated by closed reduction methods. Other 
contraindications are: 

(4) Operation in the presence of gross swelling 
and fever. 

(5) Grossly contaminated compound fractures, 
and finally, 


(6) Infectious or potentially infectious condition 
of the skin of the thigh as furuncles, abrasions, burns 
and blebs. 


When contemplating the use of medullary nailing 
of the femur with a Kuntscher or Hansen-Street nail 
a thorough x-ray study of the length, width and 
direction of the medullary cavity is essential. The 
Rush nail is smaller in diameter and will be narrow 
enough to travel down the medullary cavity of any 
normal femur. For length measurements we use 
the opposite femur after verifying that the ex- 
tremities were the same length prior to injury. A 
nail of approximate length is strapped directly to 
the thigh at the level of the bone and an anterior- 
posterior x-ray is taken. From this a nail of the 
right length can be determined. The tendency is to 
err on the short side. The nail should reach from 
just above the tip of the greater trochanter to just 
above the lower femoral epiphyseal line. In most 
instances this line can be readily demonstrated on 
an anterior-posterior x-ray. Films of the injured 
femur are taken also, both anterior-posterior and 
lateral views, and these are studied as to width of 
the canal throughout and for any abnormal bowing 
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or angulation of the shaft. The medullary canal is 
narrowest at the isthmus which is just proximal to 
the middle of the shaft. A nail of a width smaller 
than the canal at its narrowest point is selected. 
The width of the medullary cavity differs markedly 
in individuals of the same build and height, and 
seems to be an individual matter. Care in selection 
of the correctly sized Kuntscher or ]iansen-Street 
nail as to width and length is emphasized to avoid 
complications that otherwise are sure !o follow. 

Medullary nailing of the femur is not an emer- 
gency procedure. On admission the patient with a 
simple fracture of the femur is put in a Thomas 
splint with a Pierson attachment and the leg ele- 
vated. Operation is routinely deferred for four or 
five days or longer. Blood transfusions are made 
available at operation. Penicillin is given as a 
prophylactic measure both pre- and postoperatively. 
At operation it is helpful if the injured leg is ad- 
ducted, internally rotated, and the opposite leg 
abducted. This places the greater trochanter in 
a more prominent position and facilitates the 
operation. 

Simple transverse fractures of the mid-third of 
the femur are ideal for medullary nailing. The in- 
cision of Henry is used, going between the quad- 
riceps and vastus lateralis muscles and splitting the 
vastus intermedius to expose the fracture. The 
posterior-lateral incision of Campbell may also be 
used. This incision has the advantage that should 
the fracture become infected the stitches can be 
removed and dependent drainage is readily estab- 
lished. 


We have used medullary nailing as well in treat- 
ing early compound fractures. The wound of in- 
cision is usually closed. The compound wound 
itself is not sutured in any case. 


With the use of the Rush femur nail the technic 
is different. The retrograde technic is not used. A 
small incision is made directly over the greater tro- 
chanter and %-inch hole drilled through the cortex 
of the trochanter into the marrow cavity. The 
Rush nail with its sled runner point is directed from 
above downwards in as near a horizontal and 
parallel plane to the shaft of the femur as possible, 
being sure that the sled runner point strikes the 
shaft of the medial surface of the femur below the 
level of the lesser trochanter. The nail is gently 
tapped with a mallet and the sled runner point will 
hit the medial surface of the femur and glide down 
the marrow cavity. If the fracture is in anatomical 
alignment blind nailing technic can be followed. 
This will and should be the exception rather than 
the rule. Usually it is necessary to make a minimal 
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incision at the fracture site and guide the nail into 
the distal fragment. 

Without question, there is less trauma to the 
marrow cavity and to the soft tissues with the 
insertion of the Rush nail. The spring principle with 
its three-point pressure was designed to prevent 
torque and angulation at the fracture site. This nail 
in its construction was not designed to have the 
tensile strength of the Hansen or Kuntscher nail, 
However, medullary nails are not designed for 
weightbearing but to immobilize the fracture and 
at the same time allow active exercise. No one nail 
has all the advantages for use in all cases. However, 
in certain fractures there are advantages and poten- 
tial uses of the Rush nail that cannot be matched 
by other type nails. 

Postoperatively, exercises are encouraged to the 
limits of pain. Quadriceps and ankle exercises are 
begun on the second postoperative day and aiter 
one week, knee bending, hip bending, and straight 
leg raising exercises are given. By this time the 
patients are allowed up in a wheel chair. After two 
to three weeks, when the operative wound is com- 
pletely healed, the patients are allowed up on 
crutches without weightbearing and are discharged 
from the hospital. At six to eight weeks partial 
weightbearing on crutches is usually allowed. The 
crutches are discarded and full weightbearing is 
allowed only when there is x-ray evidence of union, 
usually in ten to fourteen weeks. 

The medullary nail is left in for at least six 
months or longer depending upon x-ray evidence 
of solid union. Do not be in a hurry to remove the 
nail. After six months the nail is somewhat loosened 
and comes out easily. A small incision over the 
greater trochanter and a special retractor is used 
to remove the nail. I have also found a $3.00 pair 
of mechanics’ vice grip pliers a most useful adjunct 
to medullary nailing vastly superior to some of the 
expensive special gadgets I have somehow acquired 
from orthopedic salesmen. The patients should be 
kept in bed for three to four days after which they 
can be up and about. In most instances the nail 
has been removed. It would have been removed in 
all cases had we been able to keep in touch with all 
the patients. This is often more difficult than you 
might imagine six months postoperatively. 

Medullary nailing is well suited to transvers 
fractures of the radius and ulna which cannot be 
anatomically reduced by closed methods. Because 
of the fact that the forearm has two bones which 
rotate upon each other it is most important that 
anatomical reduction be accomplished. Oblique 
fractures are best treated by open reduction with 
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transverse screws. Medullary nailing is superior 
to plating in this area. The fractured ulna can be 
nailed in a retrograde manner like a femur. For 
fractures of the radius the nail is inserted in the 
distal fragment just proximal to the wrist joint and 
threaded through the fracture site. A supplementary 
cast is necessary. The nails are removed at a later 
date. Gentleness of dissection and closure of the 
periosteum is stressed to prevent cross union. Both 
the V type Kuntscher and Rush nails were used 
in the forearm cases in this series. 

In elderly individuals suffering from a Colles’ 

fracture there is often a marked tendency to osteo- 
porosis and stiffness of joints of wrist and hand 
following the usual treatment of closed reduction 
and immobilization in plaster. These patients often 
complain of considerable pain throughout their 
convalescence and are more likely to develop 
Sudeck’s atrophy than younger individuals. 
With this type of patient if the distal radial 
fragment is not comminuted but is in one piece, 
intramedullary nailing can be used to advantage. 
Under local or general anesthesia the fracture is 
reduced manually, placing the wrist in the Cotton 
Loder position. Through a short stab incision over 
the distal end of the radius a small drill hole is 
made through the cortex of the distal radial frag- 
ment and a short intramedullary nail is introduced 
through the distal and into the proximal fragment 
for some four to six inches. The skin wound is 
closed by a couple of stitches. No further immo- 
bilization is necessary. X-ray checkup, anterior 
posterior and lateral, are made to verify the reduc- 
tion and position of the pin. Active hand and wrist 
exercises are encouraged from the start. The pin 
is removed some four to six weeks later when union 
is verified by x-ray. When first shown this technic 
by Dr. Leslie Rush, I was rather skeptical. How- 
ever, it is surprising how comfortable these pa- 
tients are from the start and how soon they regain 
active use of the wrist and hand. Intramedullary 
nailing is not recommended as a routine procedure 
in Colles’ fracture but is of value in the type of 
case outlined above. 


Medullary nailing has been used to advantage in 
both simple and compound fractures of the tibia. 
It is particularly suited in multiple, transverse, and 
comminuted fractures, simple or early compound. 
Again, it is a superior method to plating when an 
open reduction is indicated in this area. Supple- 
mentary casts are always necessary. The nail is 
inserted from above downwards just medial to the 
tibial tubercle. It is advantageous in inserting the 
nail that the knee be flexed to 90.° Both the Rush 
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nail and V type Kuntscher nail have been employed 
for tibial fractures. 

Most fractures of the humerus can be success- 
fully handled by the more simple method of apply- 
ing a hanging cast. However, certain multiple frac- 
tures, fractures with muscle interposition, fractures 
with malunion, in other words fractures that acquire 
open reduction can be successfully treated with 
medullary nailing, inserting the nail from above 
downwards at the greater tuberosity. Supplementary 
casts may or may not be required. 

Since June 1948 we have treated by medullary 
nailing twenty-two fractures of the femur, thirteen 
fractures of the tibia, six fractures of the radius and 
ulna, two Colles’ fractures, four fractures of the 
humerus and two fractures of the metacarpals, a 
total of forty-nine cases. They represent all types 
of fracture from simple-transverse to multiple- 
compound and comminuted, and fractures with mal- 
union. One infection of a simple fracture of the 
femur is reported. There have been no deaths, no 
postoperative embolism, phlebitis or other major 
complications with the nail or the patient. Several 
cases are recent and still under treatment. To date 
there have been no nonunions in this series. 


There have been minor complications. Bending 
of a femur nail occurred in a heavy individual who 
started full weightbearing before union was solid. 
The femur nail is not designed to carry full weight 
from the start but is designed to hold the fracture 
in anatomical alignment until bony union occurs, 
at the same time allowing a full range of motion 
with active exercise. Pari'al weightbearing with 
crutches is beneficial. It is difficult to keep the 
patients from full weightbearing at too early a date. 
When they have no pain they all want to throw 
away their crutches and some will, regardless of 
what you may tell them. 


Medullary nailing as compared to other methods 
has the following advantages: (1) patients are more 
comfortable than if treated by any other method. 
(2) No external support is usually necessary. (3) 
It allows early ambulation. (4) It markedly de- 
creases hospital time and expense. (5) It minimizes 
joint stiffness, muscle atrophy, bone decalcification, 
postoperative phlebitis and embolism; and lastly 
(6) muscle contraction allows for constant impac- 
tion and approximation of the fractured fragments. 

Medullary nailing is recommended for practically 
all simple and for some early compound fractures 
from two inches below the lesser trochanter to four 
inches above the lower femoral epiphyseal line. 
Care in selecting the proper size and width nail for 
each case is emphasized. The danger of too early 
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weightbearing, especially in heavy individuals, 
stressed and x-ray rather than clinical evidence of 
union is emphasized as the criterion for allowing 
weightbearing. 

It is readily conceded that a series of forty-nine 
cases is too small to draw any permanent con- 
clusions as to the efficiency of medullary nailing 
of long bones. However, we have been fortunate in 
being able to observe the work of Dr. Leslie Rush 
of Meridian, Mississippi, and Dr. Dana Street of 
Memphis, Tennessee, both pioneers in this field and 
both of whom have collected a series of cases at 
least double the number reported here. The results 
obtained in the combined series of cases lead us to 
believe that in properly selected fractures medullary 
nailing offers a distinct advance over previous 
methods of treatment of fractures of long bones. 
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DISCUSSION 


Dr. Stanley A. Hill, Corinth, Miss —The selling point of 
intramedullary nailing is that it employs essentially the 
same principle as nailing fractures of the neck of the femur. 
Hip nailing having become such a remarkable advance over 
former methods is now the treatment of choice throughout 
the world. In this connection it is interesting to note that 
medullary nailing was foreseen by Bohler. He predicted 
that “advances similar to the Sven Johansen treatment for 
iractures of the neck of the femur would enable us in 
the future to treat certain types of fractures of other bones 
in the same way” (Tordoir, 1945). 

The objection has been raised that medullary nailing is 
not physiologic. This thought is the tendency before one 
analyzes the facts. Repair and regeneration depend more 
on the periosteum than on the other parts of the bone. 
Periosteum is disturbed less (practically not at all) by a 
medullary nail than by a metal plate as the means of 
internal fixation. Our Mississippi colleague, Dr. Leslie V. 
Rush, who has been using this principle about fourteen 
years points out, in what he likes to call homespun philos- 
ophy, that the constant contraction of the long muscles 
works day and night to press the broken bone ends to- 
gether thus favoring union. This is mentioned to empha- 
size what our essayist means by saying the muscles work 
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with us rather than against us. Quoting from Kuntscher: 

“In the healing of a fracture we have to distinguish be- 
twent two factors, the physico-chemical process and the 
mechanical factor. During the first phase of healing, just 
as in every other wound, there is a mechanical inflamma- 
tion, that is, an excessive increase in metabolism. Since the 
forces regulating this increased metabolism are incapable 
of performing their function, an increase in the H-ions and 
K-ions ensues. This local acidity may lead to cellular 
death. The cells, on their part, when they decay, increase 
the acidity and produce a vicious circle. In the second 
phase we find an alkaline milieu, which means that calcium 
in deposited and bone tissue appears. The undifferentiated 
granulation tissue is to be found in any other wound too. 
Bone tissue grows now, but only where pressure is present, 
and pushing and excessive pulling are absent. This con- 
stitutes the mechanical factor in the healing of the fracture, 
and it is to be noted that even whole mature bone cannot 
resist these strains, as seen from fatigue fractures and 
transformation zones. The new bone and especially the 
callus is still much more sensitive to this mechanical factor. 
Thus fractures can be divided into mechanically favorable 
and unfavorable ones, according to whether pressing or 
pulling strains prevail. Pauwels demonstrated this on the 
neck of the femur. There is only one method of absolute 
elimination of these injurious factors and it is medullary 
nailing. After medullary nailing only pressing strains are 
possible because the fracture ends can be pressed together 
along the nail. Thus by means of medullary nailing, it is 
possible to turn every form of unfavorable fracture into a 
favorable one, provided an absolutely firm osteosynthesis 
is effected. 

“Tt is necessary to prevent the acidity from reaching ex- 
cessive degrees. This means that operational measures have 
to be limited to a minimum to avoid unnecessary damage 
to the tissues and resulting necrosis. This is possible by 
medullary nailing. 

“General damage to the blood caused by this method 
could not be noted by the writer, reports of others to the 
contrary notwithstanding. There is, of course, always an 
increase in the number of eosinophils up to the age of 40 
years, but a return to normal takes place very soon after 
the extraction of the nail.” 

I can recall reading articles nearly two decades ago 
where peg bone grafts were placed longitudinally in the 
medullary canal as a treatment of fractures. Much criti- 
cism was aroused in the belief that this was unphysiologic. 
Recently animal experiments have been carried out where 
the medullary space was entirely filled with metal and the 
fractures healed. 

For a more comfortable method of treatment and one 
that will shorten the morbidity period, the fractured femur 
promises to be the most brilliant indication. Referring to 
former methods, Bohler estimated that such a case lasts 
240 days on an average, the loss in working days being 
627. This being an over-all estimate with the more severe 
complications included seems long but is probably not 
exaggerated. In simple fractures of the femoral shaft when 
traction-suspension is to be employed I tell the patient that 
if he gets an extremity he can work on in a year he will 
be fortunate. Therefore, if with medullary nailing the hos- 
pitalization can be reduced to less than a month and the 
entire morbidity period to six months it is a method to be 
considered. 
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Sound bone surgery principles are to always be carried 
out with medullary nailing. May I point out for the sake 
of emphasis that childhood is a contraindication. The 
essayist makes this clear. Indications for any open reduc- 
tion are rare in childhood and usually it heaps trouble upon 
trouble. 

As for other relative contraindications we are venturing 
into the medullary nailing of fresh compound fractures. 
Recently, I have employed this method in a compound 
fracture of the proximal end of the ulna. It was a side 
swipe injury; the left elbow protruding from the door of 
a moving automobile was struck. The fracture was oblique 
beginning distal to the coronoid process and running into 
the joint (semilunar notch). The compound laceration was 
about 1% inches long. A five-inch Knowles pin was 
drilled longitudinally through the olecranon, across the 
fracture, and down the medullary canal. This made good 
though not perfect anatomical reduction. Check-up x-ray 
films made eight weeks later showed an improvement in 
the reduction which was then perfect from the anatomical 
standpoint. This again demonstrated Dr. Berry’s point that 
the muscles work with the treatment rather than against it. 


Even though I did not suture the lacerated flesh wound 
after debridement, infection resulted. This was controlled 
with penicillin. There was union when the pin was removed 
in the ninth week and the patient now has about three- 
fourths normal range of motion. Had the fracture level 
been more proximal and in a transverse plane a wire loop 
would have provided secure fixation. However the principle 
aim was to avoid infection, in the joint cavity, that would 
end in an ankylosis. Success in this regard was attained. 

Although there is a record of the principle’s being used 
in Belgium as far back as 1907 the idea originated inde- 
pendently in America at the Rush Clinic in Meridian, 
Mississippi, in 1936. This was several years before it was 
announced in Europe by Kuntscher where in recent years 
it has received much impetus. The use of the method has 
spread rather widely over the central European countries 
and Kuntscher has adopted the abbreviation, medullary 
nailing. In deference to the ingenuity of our Mississippian 
some of us want to adopt the abbreviation R. n., for Rush 
nailing. 

Alexander Pope said in An Essay On Criticism, “Be not 
the first by whom the new is tried, nor yet the last to lay 
the old aside.” Medullary nailing has passed the period of 
being new, having now been used thousands of times. We 
should now employ this advance in bone surgery, lest we 
be “the last to lay the old aside.” 


PROSTATISM* 


By Lioyp G. Lewis, M.D. 
Washington, D. C. 


Prostatism is defined in Dorland’s Dictionary as 
the “morbid state of mind and body due to prostatic 
disease, especially the condition which results from 


_*Read in General Clinical Session, Surgery, Southern Medical Asso- 
ciation, Forty-Third Annual Meeting, Auspices Campbell-Kenton 
County Medical Society of Northern Kentucky, held in Cincinnati, 
November 14-17, 1949. 
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obstruction to urination.” Modern urologists have 
so effectively removed the physical morbidity of 
prostatic obstruction that physicians have been 
justified in referring patients for surgery before the 
morbid state of uremia develops. For proper evalua- 
tion of the symptoms and signs of prostatism, the 
pathology and mechanism of obstruction must be 
understood. 


Certainly, no other organ of the body undergoes 
such gross anatomic change from early embryonic 
life to adult maturity. The anlagen of the prostate 
are found to be glandular elements of the urethra 
extending from the vesical orifice to the urogenital 
trigone. The wolffian ducts which persist as the 
ejaculatory ducts empty into the prostatic urethra. 
The utriculus masculinus, a remnant of the mul- 
lerian tubercle, lies within the prostatic urethra 
proximal to the openings of the ejaculatory ducts. 
There is no proof that either the wolffian or mul- 
lerian ducts have anything to do with the develop- 
ment of the prostate gland. There is considerable 
merit in the use of the terms female and male por- 
tions of the prostatic urethra. They are frequently 
referred to as the prespermatic and postspermatic 
portions. The female portion of the urethra in the 
male corresponds to the female urethra with its 
submucosal and peri-urethral glands extending from 
the vesical orifice to the veru. The male urethra 
includes the veru, the ejaculatory ducts and that 
portion of the urethra from the veru to the prostatic 
apex. The male and female portions of the prostate 
gland are logically those groups of prostatic glands 
which drain into the corresponding portions of the 
urethra. The female portion is the common site of 
benign enlargement; the male portion the site of 
carcinoma. Infection is not limited to either part. 
Calculi are most commonly found in or near the 
pathologic capsule which separates the benign en- 
largement from the true prostate gland. 


Lobe formation in the prostate gland is pathologic. 
Although Pessin, in Anderson’s “Pathology,” says: 


“Five groups of tubules appear in the twelve-week-old 
fetus, and about the sixteenth week the tubules are sur- 
rounded by smooth muscle fibers. This muscular glandular 
group forms the five lobes (anterior, middle, posterior, 
right and left lateral) of the prostate.” 


I beg to differ. Lowsley! described the early de- 
velopment of the prostate from the peri-urethral 
glands and assigned the names corresponding to the 
benign lobe formation of fibroadenomatous en- 
largement to the glands lying anterior, lateral and 
posterior to the urethra. Johnson? re-examined these 
embryos and others and confirmed Lowsley’s work, 
but Johnson was very reluctant to describe lobe 
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formation in the embryo. Personally, I do not be- 
lieve that one is justified in describing singular 
glandular structures of the embryo as lobes. It seems 
most remarkable that the prostate gland of older 
embryos and of preadolescents has not been ade- 
quately studied. One of the residents at Gallinger 
Municipal Hospital in Washington has undertaken 
such a study but due to lack of sufficient quantity 
of material, his work will require at least three more 
years for completion. I* have studied the prostate 
of boys at puberty from autopsy material and 
illustrated cross-sections of the gland in Cabot’s 
Modern Urology. Studies of these sections, I be- 
lieve, are convincing that there is no lobe formation 
in the normal prostate gland at puberty. The great 
mass of the prostate at puberty is made up of the 
true prostate glands of the male or postspermatic 
portion. The peri-urethral glands of the female, 
or prespermatic portion, are rudimentary and cor- 
respond to the peri-urethral gland formation of the 
female urethra. 


The term “posterior lobe” is most confusing. 
Actually, the posterior portion of the prostate gland 
from the apex to the base extends as a lamella 
completely surrounding the urethra and the female 
glandular structures from the posterior commissure 
to the anterior commissure and is composed of 
glands which drain into the urethra distal to the 
openings of the ejaculatory ducts. These are the 
true postate glands of the male urethra and I believe 
the term commisural glands should be used. These 
true prostate glands rarely, if ever, undergo fibro- 
adenomatous change but are the sites of early 
cancer. There is no obvious reason why adeno- 
carcinoma should not develop in the female portion 
of the prostate but from a study of over 150 speci- 
mens removed at total prostatectomy, all cancers 
were found to involve the true male prostate and 
all early lesions were limited to this field. 


After puberty the female, or prespermatic portion 
of the gland, undergoes change to a variable degree. 
After 30 years of age the urethra regularly becomes 
elongated from the veru to the vesical orifice. In 
approximately 60 per cent of men over 40, the peri- 
urethral glands of the female urethra undergo fibro- 
adenomatous change and after 60, a majority of 
these patients develop symptoms of prostatism. 

It is a well-known fact that with few exceptions 
the symptoms of prostatism are not in proportion 
to the degree of prostatic enlargement. The most 
severe renal damage, the most severe degrees of 
bladder wall hypertrophy, the largest and most 
numerous diverticula and vesical calculi are found 
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in patients with small fibrous glands which the 
French describe as “prostatism sans prostate.” 

Such a situation can readily be explained when 
we consider the mechanics of obstruction. Certainly, 
the surest way to obstruct a garden hose without a 
valve is to kink it. A three-year old can kink the 
hose as efficiently as his father and no great size 
or force is required. The median bar produced by 
fibrosis or subtrigonal adenomatous change effec- 
tively places a kink at the vesical orifice. The 
symptoms of prostatism come on early and are 
slowly progressive so that the patient, usually in 
his thirties or forties, defers treatment until the 
symptoms are intolerable and severe renal and 
bladder damage result. 

The second choice of a method of obstruction 
would be to cork or place the thumb over the end 
of the garden hose. This procedure can almost as 
well be accomplished by the three-year-old as his 
father. Subcervical median lobe formation of the 
pedunculated or Albarran type is common and the 
symptoms are identical to those for median bar 
formation. These symptoms have a regular pattern 
and are usually progressive. Nocturia is noted first. 
There is usually gradual increase in nocturia before 
the patient notices any increase in diurnal fre- 
quency. These symptoms are due to a decreased 
working capacity of the bladder. This situation 
may be accomplished by space occupying enlarge- 
ment of the prostate or by a residuum of urine, but 
in the early phase neither prostatic enlargement nor 
residual urine is present to account for the fre- 
quency. The bladder wall thickens by muscular 
hypertrophy due to vesical orifice obstruction, thus 
decreasing its capacity. This hypertrophy of the 
detrusor leads to the next development in symp- 
tomatology, namely urgency. The strong thick 
muscle responds more vigorously to stretch stimula- 
tion. As the obstruction progresses, delay in initia- 
tion of the act, hesitancy and difficulty followed 
by intermittency, ensue. These symptoms are due 
to delayed action of the detrusor which wraps 
around the vesical orifice and the trigonal muscle 
which act to pull down the median bar or lobe. 
When the muscles tire, the lobe or bar is allowed 
to reobstruct and an interval of rest is required 
before the muscles can again act efficiently to re- 
open the vesical orifice. Diminution in the size 
and force of the urinary stream are variable symp- 
toms and are not necessarily due to prostatic ob- 
struction. When the detrusor is unable to cope with 
the situation, decompensation ensues and urinary 
retention results. 


The third, and least effective method of obstruct- 
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ing a garden hose is by stepping on it. Here the 
size and weight of the boy is insufficient but the 
adult can accomplish it. Compression of the urethra 
by lateral lobe involvement alone requires tremen- 
dous enlargement of the gland. In the absence of 
concomitant median bar or median lobe involve- 
ment, these patients have no symptoms prior to 
acute urinary retention. The suddenness of the 
obstruction can be explained only by swelling or 
congestion of the gland. The usual history is that 
the patient became severely chilled or sat for a long 
period in one of our modern vehicles with his knees 
flexed under his chin or developed some acute 
febrile illness which put him to bed. 

From a careful analysis of symptoms, one can 
differentiate median obstruction and lateral ob- 
struction. In the former the actual size of the 
prostate varies but in the latter the prostate is 
always tremendously enlarged. 

I shall not go into details concerning the general 
evaluation of the whole history and the complete 
physical examination required for all patients with 
prostatism. Emphasis should be placed on the 
cardiovascular status of the patient as well as on 
his renal situation. The remarkable reduction in 
mortality after prostatic surgery in this century is 
conspicuously due to the strict attention paid to 
the general status of the patient and adequate pre- 
operative care. Refinements in operative technic 
and new procedures have shortened convalescence, 
lessened the operative risk, and improved results. 
But we are not dealing with the same type of pa- 
tient today that we saw twenty years ago. Physi- 
cians, internists and other specialists are referring 
patients with prostatic symptoms to urologists be- 
fore severe renal damage ensues. Whereas prior to 
1942, every fifth patient with prostatism was ad- 
mitted to my service in a state of uremia, during 
the past three years only two patients had severe 
uremia. Both were doctors and both died from 
uremia before surgical treatment could be instituted. 


Recent statements to the contrary notwithstand- 
ing, renal function tests are imperative in the pre- 
operative care of patients with prostatic obstruction. 
Determination of blood non-protein nitrogen, urea, 
urea nitrogen and creatinine, are not tests of renal 
function but of renal failure. It seems to me that 
the fractionated phenolsulfonphthalein test is the 
best renal function test in obstructive uropathy. 
Diodrast clearance, estimated by means of excretory 
urography, or by chemical analysis of output is a 
parallel test of renal tubular function. We should 
not neglect the time honored test of urine concentra- 
tion. The urea clearance test is well recognized and 
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has value in urology but like the phenolsulfon- 
phthalein test, its errors lie in accurate collection of 
specimens. A catheter must be used when there is 
any residuum of urine. 


I hesitate to discuss digital-rectal examination 
before this audience but it is most important, espe- 
cially for early diagnosis of prostatic cancer. As 
already noted, early cancer of the prostate arises 
in the postspermatic or male prostate in a position 
readily accessible to the examining finger. Shorten- 
ing of the membranous urethra is an almost in- 
fallible sign of prostatic malignancy. The prostatic 
urethra can be palpated with only the distal joint 
of the index finger passed through the anal sphinc- 
ter. There are no symptoms of early cancer of the 
prostate unless there is concomitant benign prostatic 
obstruction or metastasis. The entire normal pros- 
tate gland (there are few normal prostates in men 
over 30 years of age) can be palpated with only 
the distal two phalanges of the index finger passed 
through the anal sphincter, a distance of not more 
than 4 cm. The normal gland is firm, compressible, 
slightly movable. In benign enlargement the pros- 
tate may be symmetrical or asymmetrical, rounded 
or nodular. It may have the normal consistency of 
prostatic tissue. In the presence of cystic hyper- 
plasia it may be softer than normal and with fibrosis 
it may seem firmer than normal. Discrete, firm, 
rounded compressible nodules are usually benign. 
Infarction, extreme fibrosis or prostatic calculi may 
simulate carcinoma. Cancer of the prostate may 
begin in any part of the commissure, but the 
earliest lesions tend to occur at the apex of the 
prostate. Cancer is usually unilateral in the early 
stages but may involve the entire gland. Early 
cancer usually involves the prostate near the lateral 
border producing a hard, raised irregular edge with 
fixation. There is no problem in the diagnosis of 
extensive inoperable prostatic cancer. 


Sixty per cent of patients with early cancer of 
the prostate can be cured by total prostatectomy 
but the lesion. must be limited to the prostate gland 
without extension into the perineural lymphatics. 
Invasion of the tissues at the base of the bladder 
around the seminal vesicles renders the cancer in- 
operable but great palliation may be accomplished 
by radical prostatectomy in such cases. Cure is 
impossible by surgery if perineural lymphatic in- 
volvement has occurred. For the treatment of ex- 
tensive cancer of the prostate, with or without 
metastasis, orchiectomy and the use of estrogens 
have specific value. 

Until the time when prophylaxis for the preven- 
tion of prostatism is definitely established without 
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untoward side effects, removal of the obstructive le- 
sions must be done. In benign prostatism, complete 
relief of symptoms, restoration of renal function to 
the limit of vascular clearance and disinfection of 
the urine should result from complete removal of 
the fibroadenomatous enlargement. It makes very 
little difference what method of prostatectomy is 
employed as long as all of the fibroadenomatous 
tissue is removed. Partial removal of tissue will 
not relieve symptoms nor allow restoration of kid- 
ney function nor clearing of infection. There are 
some who differ with this viewpoint because of 
limitation in training or experience, but I am con- 
vinced that the surgical procedure should be made 
to fit the individual case and that patients should 
not be fitted into any single operative scheme. 
When the entire benign lesion involving the lateral 
lobes, median or anterior, or any combination, can 
be removed in one operative procedure by the 
transurethral route, I think it is an excellent method. 
For tremendous intravesical enlargement in rela- 
tively, young healthy individuals, I think supra- 
pubic prostatectomy is a good procedure. For large 
benign prostatic enlargement with elevation of the 
vesical neck, I prefer retropubic prostatectomy. 
For very ill patients with more tissue than I care 
to remove in a limited time by the transurethral 
route, I do subtotal perineal prostatectomy. For 
early cancer I prefer the perineal route of Young 
to the retropubic route of Millin. For an unselected 
group of patients, using adequate preoperative care, 
judicious selection of surgical procedure and good 
postoperative care, the mortality for prostatectomy 
should not exceed 4 per cent. Some surgeons have 
lowered this figure but we must remember that 
diseases of these elderly patients in the prostatic 
age group will take a certain toll regardless of the 
skill of the surgeon. Diabetes in the prostatic pa- 
tient is serious because of the concomitant infection 
with obstruction and following surgical drainage. 
Embolism is still a serious complication in spite of 
early ambulation, anti-coagulant therapy and vein 
ligation. It is most interesting to note the low 
incidence of cardiac death on the urologic service. 
Renal insufficiency should account for more pre- 
operative than postoperative deaths. 

Hematuria in patients with prostatic obstruction 
is common and offers a serious diagnostic problem. 
Bleeding from the surfaces of benign lobes is more 
common than bleeding from prostatic carcinoma. 
Such bleeding may be at the onset of urination or 
terminal. Bladder tumor must be ruled out. Before 
excretory urography and cysto-urethrography were 
developed, routine cystoscopic observation of the 


February 1959 


bladder was the rule before prostatectomy. Today 
intravenous pyelography with delayed cystogram 
will give us sufficient information to allow us to 
dispense with cystoscopy for the patient with 
prostatism without hematuria. However, cystoscopy 
is definitely indicated for any patient with hema- 
turia unless the cause is obvious. In four instances 
I have been able to make the diagnosis of asymp- 
tomatic renal cancer by the use of routine excretory 
urography in the work-up of patients with pros- 
tatism. I can recall seven instances of bladder tumor 
found in patients with prostatism. Cystoscopy is 
not a benign procedure in patients of the prostatic 
age group. Septicemia, epididymitis, the occurrence 
of false passage of the cystoscope are well-known 
complications of this procedure but when the indica- 
tions are clear, cystoscopy must be done. 


SUMMARY 


(1) Patients who present the symptoms of pros- 
tatic obstruction, regardless of age, should be re- 
ferred for urologic examination before urinary re- 
tention or symptoms of renal insufficiency ensue. 


(2) Routine, accurate digital-rectal examination 
will disclose early operable cancers of the prostate 
and a reasonable chance for cure is offered. 


(3) Removal of the entire fibroadenomatous 
prostatic enlargement will result in complete relief of 
obstructive symptoms, restoration of renal function 
to the limit of vascular capacity, clearing of urinary 
tract infection in the absence of hydronephrosis or 
vesical diverticula. 


(4) Failure of relief of symptoms and infection 
indicates inadequate removal of obstructing tissue, 
stricture or a residuum of urine in the bladder or 
upper urinary tract. Diverticula which fail to 
empty completely should, in most instances, be 
removed. 


(5) The low mortality and morbidity of prostatic 
surgery has come about because of the prompt 
attention of physicians to prostatic symptoms, 
proper preoperative care, selection of an adequate 
method of prostatectomy; surgical skill and good 
postoperative care. 
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DISCUSSION (Abstract) 


Dr. V. V. Smith, Ironton, O—As I understand him, Dr. 
Lewis does not believe in transurethral section at any time. 


Dr. Lewis (closing) —I certainly do transurethral re- 


& 


& & a 


V 
1 
{ 


650. 


Vol. 43 No. 2 


section of any prostate that I can remove completely in a 
reasonable length of time, prostates up to 50 grams; and 
for palliative relief of obstructive cancer of the prostate. 
There are those who would do transurethral resection for 
all patients with prostatism. I do not think it is wise to do 
two or three operations to remove 190 grams of prostate 
when the entire obstructive lesion can safely be removed 
in a one-stage procedure. I think transurethral resection is 
indicated when the entire enlargement may be removed at 
one sitting. Of course, one can always go back and try 
again. I had to do practically all of my first hundred 
resections over again. It is a hard operation to learn; it is 
a difficult operation to teach. There are men who are 
experts like Thompson of the Mayo Clinic, Alcock of Iowa 
City and others who do not hesitate to remove 100 grams 
in an hour. I am not so good a resectionist as that. 

We are not getting patients in the awful shape we did 
twenty years ago. Prior to 1942, every fifth patient of 
mine came in with uremia and practically all patients had 
to be drained for a certain length of time preoperatively. 
In the past three years I have seen only two patients in 
severe uremia; both were physicians and both died before 
an operation could be performed. 

As to relief after castration, I cannot give the statistics, 
but I happen to know that Charles Higgins’ first patient, 
castrated in 1939, is still living. I have several patients 
living five years and about twenty over three years following 
bilateral orchiectomy. 

I think relief after orchiectomy depends largely upon how 
good a pair of testicles have been removed. If the testicles 
are atrophic with few interstitial cells remaining, I do not 
think you can expect very long palliation but if you re- 
moved good testicular tissue with adequate interstitial cells, 
I think you might expect results for five, seven, ten or even 
twelve years. You do not get comparable relief from 
orchiectomy in a patient who has taken stilbestrol for a 
long period of time, because of loss of interstitial tissue 
from estrogen therapy. For this reason I prefer orchiectomy 
first, followed by a maintenance dosage of stilbestrol (1 
mg. per day). 

The adrenal glands take over endocrine function of the 
testicle and we have not yet been able to combat this activity 
of the adrenal. The adrenal hormone is similar to testos- 
terone but it is not neutralized by estrogen as is the 
testicular hormone. X-rays certainly are beneficial and 
should be used judiciously. 


HEMATOLOGY IN GENERAL PRACTICE* 


By Roy R. Kracke, M.D. 
Birmingham, Alabama 


This paper is intended to review the problems of 
diagnosis and treatment of the various blood dis- 
eases, with particular emphasis on treatment. In 
recent years, many new therapeutic agents have 
been introduced for the treatment of blood diseases, 


*Read in Section on General Practice, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County Medi- 
Ay A of Northern Kentucky, held in Cincinnati, November 
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some of which are generally available to the general 
practitioner, but others are still in the stage of 
clinical experiment. Thus, we have seen the intro- 
duction of folic acid, vitamin Biz, folic acid antag- 
onists, urethane, radioactive isotopes, and many 
other agents. 

This paper will not deal with diagnostic prob- 
lems, but it should be emphasized that the diagnosis 
of blood diseases is dependent largely upon skilled 
technical personnel that may or may not be avail- 
able to the general practitioner. Accurate laboratory 
work cannot be done unless there is available a 
skilled technician, and skilled technicians are diffi- 
cult to find. Most of them, as are the doctors, are 
concentrated in large cities and few are willing to 
go to the small towns and rural areas where they 
can lead a life of greater usefulness. This, of course, 
handicaps the general practitioner in the field of 
diagnosis of blood diseases because he cannot be 
expected to do his own technical work. 


THE TREATMENT OF ANEMIAS 


Before treatment is begun for any anemia, it 
should be classified, if possible, into one of four 
large groups, including: (1) the iron deficiency 
anemias, (2) the macrocytic types, (3) the hemo- 
lytic anemias, and (4) the refractory group. 


Iron deficiency anemias are characterized by a 
failure of the red cells to incorporate the normal 
amount of hemoglobin. Therefore, a low color index 
is always seen. The cells are small and in the stained 
smear show an unusual degree of central pallor. It 
has been estimated that 90 per cent of the anemias 
seen by the general practitioner are of the iron 
deficiency type. The causes of iron deficiency 
anemia are multiple. It is a very common disorder 
that usually accompanies a great many different 
chronic diseases. 


The specific therapy of this large group of ane- 
mias depends almost entirely upon removal of the 
primary cause, but, in addition to this, it is the 
type of anemia that responds most successfully to 
the administration of iron. 


The general practitioner should be able easily to 
make a diagnosis of iron deficiency anemia because 
it is characterized by a low color index. The red 
cells are not filled adequately with hemoglobin and 
this results in a situation whereby the amount of 
hemoglobin is correspondingly lower than the num- 
ber of red cells. The color index being less than 1 
is always a reliable indication for the administration 
of iron. It should be pointed out that some of the 
most severe cases of iron deficiency anemia have 
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red cell counts that are in the normal range. One 
should be able to look at a blood smear stained with 
Wright’s stain and derive a general idea as to the 
extent of the iron deficiency anemia that may be 
present. 

The best type of iron to use for this type of 
anemia is ferrous sulfate. It can be given in daily 
dosage of 15 to 20 grains in capsules or in tablets. 
It is usually administered by mouth in dosage of 
5 grains, given three times daily during or just after 
meals so that the iron becomes intimately mixed 
with the food and does not produce gastric irrita- 
tion. Some patients complain of gastric irritation 
from taking iron, but I have never seen a patient 
who cannot take the metal when administered in 
this way or when given in extremely small doses, 
such as 1 grain each hour during the waking hours. 
There is no indication for the utilization of iron by 
the intravenous or intramuscular routes; the reac- 
tions that may follow are sometimes dangerous. 


When necessary to give iron to infants and young 
children, the following prescription can be used, as 
recommended by Sturgis:! 


Dilute hypophosphorous acid ee. 
Destress — 30.0 grams 


Chloroform water to 120.0 cc. 
(Directions, 4 cc. three times daily after meals) 


This provides 5 grains of iron daily, which is ade- 
quate for children up to five years of age. 


Another satisfactory preparation of iron for chil- 
dren is elixir of ferrous sulfate, using % to 1 tea- 
spoonful three times daily diluted with water. 


In patients who have the so-called idiopathic 
achlorhydric hypochromic anemia, characterized by 
lack of hydrochloric acid, the dose of ferrous sulfate 
may have to be doubled or tripled in order to pro- 
duce a satisfactory response and then a maintenance 
dose of 10 to 15 grains daily given for an indefinite 
period of time. 

Ferrous sulfate is the metal of choice for the 
administration of iron. It has been demonstrated 
by Moore and his associates’ that the ferrous salts 
are more readily taken up and converted into the 
hemoglobin molecule in red cells than other types 
of iron salts. There is no indication for the use of 
iron mixed with other metals, such as copper. 


_ THE TREATMENT OF MACROCYTIC ANEMIAS 


The outstanding example of the macrocytic ane- 
mias is pernicious anemia, which is characterized 
by a lack of the hematopoietic substance and which 


February 1959 


causes a conversion of normal marrow to a megalo- 
blastic marrow. Macrocytic anemias are character- 
ized by large red cells, most of which are well filled 
with hemoglobin. This type of anemia is seen char- 
acteristically in pernicious anemia, in sprue, pel- 
lagra, rare cases of liver disease, occasionally in 
pregnancy, and very rarely in young children from 
undetermined cause. 


The agent that has proved successful in the man- 
agement of this type of anemia has been liver ex- 
tract. In recent years, however, new therapeutic 
agents have been introduced that are effective for 
the correction of macrocytic anemias, including folic 
acid and vitamin Biz. 


When folic acid was first introduced, it was 
hoped that this would provide an oral medication 
for people with macrocytic anemia that might be 
applicable to all types of the disorder. Such, how- 
ever, has not proved to be the case. It is now known 
that folic acid is not an effective therapeutic agent 
for pernicious anemia. Although it corrects the red 
cell values‘and hemoglobin levels in this disease, it 
apparently has no effect on the neurologic changes. 
Therefore, it is better to use a suitable form of 
potent liver extract in the treatment of pernicious 
anemia. 


Various strengths of liver extract are available on 
the commercial market, these ranging from 1 to 15 
units per cubic centimeter of injectable material. 
One preparation seems to be about as effective as 
another. There seems to be no advantage in using 
a crude product of liver over those that have been 
more concentrated. I prefer to use a preparation 
that contains 15 units per cubic centimeter of 
hematopoietic material. 


The patient with pernicious anemia in relapse 
should be given 15 units of liver extract daily for 
about a week; the dose then reduced to the same 
amount three times weekly; finally twice weekly; 
then once weekly; and after the patient has gone 
into remission, a similar dose once or twice monthly 
should be adequate when the material is given by 
injection. 

Liver extract is of little service when given by 
mouth. For the patient who is sensitive to liver 
extract, one can use either “ventriculin” or folic 
acid. Folic acid in a daily dose by mouth of 15 to 
20 milligrams is adequate to maintain a patient in 
satisfactory remission. Serious reactions to the ad- 
ministration of liver are extremely rare, but occa- 
sionally a patient may appear to be allergic or 
sensitive to this agent. When this happens, he can 
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be desensitized with very minute doses, or folic acid 
can be substituted. There seems to be no danger in 
giving too much liver extract since polycythemia 
from liver therapy has not yet been observed. 

A recently introduced agent that is highly effec- 
tive for the correction of macrocytic anemias is 
vitamin Biz, which can be given in a daily dose by 
mouth of 10 to 15 micrograms, producing a satis- 
factory hematologic response. In general, 1 micro- 
gram of vitamin Biz has the same effectiveness as 1 
milligram of folic acid or 1 unit of liver extract. 
The ultimate effect of vitamin Biz on neurologic 
lesions in pernicious anemia is not yet known. 


When beginning treatment for pernicious anemia, 
it is desirable to give 10 to 15 grains of ferrous 
sulfate daily by mouth. Transfusions are seldom 
necessary, nor is it necessary to give dilute hydro- 
chloric acid. The diet should be abundant in pro- 
teins, with particular reference to liver and lean 
meats. 


The other types of macrocytic anemias, including 
those seen in sprue, pellagra, far advanced liver 
disease, pregnancy, and infancy, are best treated by 
the oral administration of folic acid. The usual dose 
is 15 to 20 milligrams daily by mouth, or the same 
material can be given by intramuscular injection. 
The diet, however, should be carefully evaluated 
and emphasis should be placed on a high vitamin 
and high protein diet liberal in its content of meat, 
milk, eggs, and cheese. 

There has been reported an occasional case of 
macrocytic anemia known as achrestic anemia, in 
which the findings are similar to those in pernicious 
anemia except there is free acid in the gastric con- 
tents. These patients do not respond to anti-perni- 
cious anemia therapy or to any of the other hema- 
topoietic agents. 


THE TREATMENT OF HEMOLYTIC ANEMIAS 


The anemias that are most commonly overlooked 
by the general practitioner are the hemolytic ane- 
mias. This large group of anemias comprise those 
in which red cells are being destroyed faster than 
the bone marrow is able to produce them. If the 
rate of cell destruction exceeds the rate of produc- 
tion, then anemia develops. On the other hand, if 
bone marrow production is able to keep pace with 
cell destruction, no anemia will be present. The 
best evidence that red cells are being destroyed in 
excessive numbers is the presence of reticulocytosis 
in the blood and urobilinogen in the urine and 
stools. The products of cell destruction, of course, 
may be so marked as to cause jaundice of the pa- 
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tient. On the other hand, many patients with long 
standing hemolytic anemia never show clinical 
jaundice. 

The hemolytic anemias may be conveniently 
classified under three large groups: 

(1) The inherited hemolytic anemias. 

(2) The acquired hemolytic anemias. 

(3) The hemolytic anemias caused by poisons 
and toxic agents. 

The diagnosis of inherited or familial hemolytic 
anemia can be made in the patient, who usually 
shows an enlarged spleen, but who may or may not 
be jaundiced; by the finding of increased reticulocy- 
tosis; the presence of spherocytic cells in the blood; 
an increased fragility test of the red cells; and in- 
creased excretion of urobilinogen. Usually there is 
a family history of the disease. This is the type of 
hemolytic anemia that is readily amenable to 
splenectomy and this is the treatment of choice. It 
should be borne in mind that these patients react 
badly to transfusions, even though the blood appears 
to be compatible as judged by ordinary laboratory 
methods. 

Acquired hemolytic anemia refers to that large 
group usually seen in adults, which accompany 
some long standing infectious disease or malignant 
tumors, but with a considerable number from un- 
known cause. Treatment, of course, should be di- 
rected at the underlying disease process if it can be 
discovered. In general, splenectomy is without value 
in this group of patients. 

The third group of hemolytic anemias includes 
those that develop from unknown cause, such as 
that seen in the so-called Lederer type, in which for 
unknown reason the red cells are destroyed in ex- 
cessive numbers, with the process terminating after 
successful treatment with multiple transfusions. 

Other hemolytic anemias may be caused from 
exposure to chemicals or drugs, including such 
agents as sulforiamide drugs, methyl chloride, dini- 
trobenzol, aniline, benzene, toluene, lead, nitrites, 
acetylphenylhydrazine, and probably a great many 
others. A careful history should be taken with 
respect to ingestion or exposure to these agents. 
The important therapeutic measure, of course, is 
removal of the patient from such agents and the 
correction of the depleted blood values by the use 
of transfusions. 

Hemolytic anemia may occur from various in- 
fectious agents that produce acute febrile diseases. 
It may be seen in infections with various forms of 
streptococci, animals’ poisons such as snake venom, 
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vegetable poisons as seen in favism, and rarely in 
atypical or virus pneumonia. Treatment is directed 
to the underlying disease with the use of transfu- 
sions for the anemia. 


Other examples of hemolytic anemia are the group 
of erythroblastic anemias seen in childhood and 
infancy based upon Rh incompatibility between 
mother and infant, as well as such syndromes as 
Cooley’s anemia, von Jaksch’s anemia, etc., which 
occur from unknown cause. Severe hemolytic ane- 
mias may be seen after the transfusion of incom- 
patible blood. There is no satisfactory treatment for 
the inheritable hemolytic anemias, such as Cooley’s 
anemia, Mediterranean anemia, or the von Jaksch’s 
type. These patients are usually supported entirely 
by transfusions. 

The practitioner should remember that all cases 
of hemoglobinuria are, in reality, manifestations of 
excessive red cell destruction and develop because 
of severe hemolytic anemia. 

Sickle cell anemia is another example of the 
hemolytic form for which no satisfactory treatment 
is available except supportive measures. 

A fourth large group of anemias are those usually 
referred to as the refractory type, which include 
idiopathic aplastic anemia, osteosclerosis or marble- 
bone disease. Refractory anemias may develop 
from unknown cause, from thickened cortical layers 
of bone known as osteosclerosis, from widespread 
marrow pathological states, including metastatic 
tumors in the marrow. Idiopathic aplastic anemia 
develops from unknown cause, does not respond to 
any known therapeutic agent, and the patients are 
usually supported by transfusions until the in- 
evitable fatal termination. Aplasia of the marrow 
may also occur because of poisoning with toxic 
agents such as benzene, nitrogen mustard, aminop- 
terin, other folic acid antagonists, organic arsenicals, 
and perhaps others. Treatment is removal of the 
cause if it can be established and supportive meas- 
ures in the form of transfusions, with the patients 
usually showing a rather hopeless outlook. 


THE TREATMENT OF CHRONIC LEUKEMIA 


The treatment of chronic leukemia may be divided 
into three major headings including: first, irradia- 
tion therapy; secondly, chemical agents; and 
thirdly, general supportive measures. 

Irradiation can be administered by conventional 
roentgen rays and, more recently, by radioactive 
isotopes. The use of roentgen rays is still the most 
important and valuable method of treatment for 
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both chronic myelogenous and lymphatic leukemia, 
It is usually applied on a regional basis to the en- 
larged spleen or lymph glands. Most workers prefer 
the regional type of irradiation. Various technics 
are employed by different radiologists. If the pa- 
tient is not acutely ill, it is directed to the enlarged 
spleen or glands for several days, with daily dosage 
ranging from 50 to 150 roentgens up to a total of 
500 to 600 roentgens in each series of treatment. 
During this time, the leukocyte count should be 
carefully observed and it will usually show a pro- 
gressive decrease during treatment and will decrease 
for many weeks after treatment has been completed. 
There is no agent that seems to be satisfactory to 
avoid irradiation sickness. Irradiation should not 
be used in acute leukemia at any time. After a 
series of treatments the patient should be kept under 
observation and another series given some weeks or 
some months later as indicated, this depending upon 
the patient’s general condition, the elevation of the 
leukocyte count, development of anemia, etc. As 
time goes on, the patient usually becomes more 
refractory to irradiation therapy. 


A recently available type of irradiation for the 
treatment of leukemia is the use of radioactive 
phosphorus. This isotope is known as Ps2 and has 
a half-life of about 14% days. It is given either by 
mouth or by injection and localizes in the bone 
marrow where the irradiation is directed against the 
blood-forming tissue. It is valuable in the treatment 
of the myelogenous type and has less value in the 
lymphatic and monocytic forms. In patients who 
have a high leukocyte count, the administration of 
0.5 to 1.0 millicurie at weekly intervals until the 
white cell level has dropped to some point near 
normal is indicated. This material, of course, which 
also has great value in the treatment of polycy- 
themia vera, is not available to the general practi- 
tioner, nor to anyone who is not properly equipped 
and qualified to handle radioactive isotopes. 


Chemical agents that have been used most widely 
include Fowler’s solution in chronic leukemia; nitro- 
gen mustard in recent years; and, still more re- 
cently, urethane or ethyl carbamate. I have treated 
approximately 100 patients with chronic leukemia 
with urethane and, in general, the results are quite 
satisfactory. It is usually administered in doses of 
1 gram three times daily, given orally on an empty 
stomach, with the dosage gradually increased to 2 
or perhaps 3 grams three times daily until the 
leukocyte count has returned to nearly normal and 
the bone marrow pattern has reverted to normal. 
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Many patients with chronic myelogenous leukemia 
can be successfully maintained with urethane over 
a period of many months and irradiation, therefore, 
can be deferred until a later date than otherwise 
would have been possible. Also, irradiation and 
urethane can be used together and patients who have 
large spleens can have them reduced in size with 
roentgen irradiation at the same time that urethane 
is being given. 

General measures in the treatment of chronic 
leukemia include bedrest whenever there is fever or 
during acute exacerbations, a diet that is low in 
protein, careful attention to oral hygiene, and the 
use of multiple transfusions whenever indicated, 
that is, whenever anemia develops or hemorrhagic 
manifestations occur. 

Even with the best type of therapy available, pa- 
tients with chronic leukemia have a life expectancy 
of only two or three years as a rule. Nitrogen 
mustard has been used in the treatment of leukemia, 
but it offers little benefit, if any, over the use of 
irradiation or urethane. 


THE TREATMENT OF ACUTE LEUKEMIA 


The treatment of this disease is highly unsatis- 
factory and all patients continue to die with it, 
apparently without exception. 

Among the specific agents recently advocated for 
control of acute leukemia, the outstanding one 
at present is 4-aminopteroyl-glutamic acid, better 
known as aminopterin. Many hundreds of patients 
have now been treated with this agent. The general 
consensus is that it is effective in prolonging life in 
perhaps 50 per cent of the patients who have the 
disease. In some of these there is dramatic improve- 
ment, with restoration of normal peripheral cell 
values and occasionally a resumption of a normal 
bone marrow pattern which, however, will again 
become leukemic as time goes on. A few patients 
have been kept alive for as long as two years with 
aminopterin. The drug is usually given in doses 
varying from 0.25 to 1.0 milligram daily by mouth, 
with therapy continuing for several days to several 
weeks and being discontinued upon resumption of 
normal blood and marrow pictures or the develop- 
ment of toxic lesions. The toxic lesions consist of 
white, well demarcated, mucous-like patches in the 
soft tissues of the mouth and throughout the in- 
testinal tract. An occasional patient may suffer loss 
of hair in the course of treatment with aminopterin. 


Other folic acid antagonists have been used in 
the treatment of acute leukemia, but thus far 
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aminopterin appears to produce betters results than if 
any. 


Supportive measures for the patient with acute 
leukemia include the use of blood transfusions to 
constantly combat the falling red cell values. Vari- . 
ous hematopoietic agents are generally employed, 
but with a sense of futility. Nothing can be done 
for the severe thrombocytopenia that frequently 
accompanies the disease. All patients with acute 
leukemia die from the disease without exception. 


THE TREATMENT OF HEMORRHAGIC DISEASES 


The most important thing that can be done in 
the treatment of hemorrhagic diseases is to estab- 
lish, if possible, the exact nature of the defect that 
is causing the patient to bleed. Thus, hypopro- 
thrombinemia may be found in patients in whom 
the vitamin K intake is inadequate, in hemorrhagic 
diseases of the newborn, in cases of obstructive : 
jaundice, in patients with biliary fistulae, in some 
patients with severe liver damage, and in long 5 
standing cases of intestinal dysfunction. Further- ¢% 
more, it is seen after the administration of dicou- } 
marin or heparin as therapeutic agents. 


The treatment of all of these conditions charac- 
terized by hypoprothrombinemia has one objective 
and that is to restore the prothrombin level to as 
nearly normal as possible. This can usually be done 
by the administration of 2 milligrams of menadione 
three times daily by mouth or by the injection of 
this same material two or three times daily until the 
blood prothrombin is restored to normal. Further- 
more, the water-soluble preparation “synkamin” 
may be given intravenously in doses of 2 to 5 milli- 
grams for the same purpose. In those patients in 
whom the hypoprothrombinemia is on the basis of | 
inability of the liver to convert vitamin K into 7 
prothrombin, it is then necessary to use transfusions : 
of whole blood or fresh plasma. - 


Hemorrhagic disease of the newborn may be pre- 
vented by the administration of 2 milligrams of 
menadione daily to the mother during the last two 
weeks of pregnancy, or it can be given as an injec- 
tion at the beginning of labor. Bleeding in the 
infant can usually be controlled by the intramus- 
cular injection of 2 milligrams of the same sub- 
stance. It is usually advisable to supplement this 
with a transfusion of 35 to 50 cc. of whole blood. 


There is very little new in the treatment of hemo- 
philia, and measures for the control of this disease - 
still remain unsatisfactory. A great many agents 
have been proposed from time to time for the pur- 
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pose of influencing the course of the disease, but all 
of these are relatively ineffective. It is now known 
that the fraction I of plasma contains an antihemo- 
philic substance, but this material is generally un- 
available and the same material can be more easily 
provided by transfusions of fresh plasma. 

The principle objective in the treatment of the 
bleeding hemophiliac is to shorten the coagulation 
time as much as possible. This can best be done by 
the administration of whole blood or fresh plasma. 
The control of bleeding wounds can best be carried 
out by the use of pressure bandages and if the bleed- 
ing surface is exposed, these bandages can be sat- 
urated with fresh blood plasma or thromboplastin 
solution which is commercially available. 

The treatment of thrombocytopenic purpura 
should include a very careful history to determine, 
if possible, the cause of the thrombocytopenia. Re- 
duction of blood platelets is seen in many blood 
diseases, such as leukemia and aplastic anemia, and 
also in various infectious diseases such as meningi- 
tis, typhus fever, etc., but most patients have re- 
duced platelets because of damage to the bone mar- 
row by various drugs, including some analgesic 
agents (notably “sedormid”’), gold preparations, ex- 
posure to benzene, sulfonamide drugs, and perhaps 
others. It should first be determined if the thrombo- 
cytopenia is on this basis. If not, and if no other 
disease is present to account for it, then it is usually 
classified as the splenic type and can be corrected 
by splenectomy. The course of this disease is char- 
acterized by remissions and relapses, but splenec- 
tomy is usually followed by permanent cessation of 
the thrombocytopenia. 

The bleeding of capillary fragility, which is sup- 
posed to be on an allergic basis in many patients, 
is best treated by the administration of cevitamic 
acid, or vitamin C. This can be done by the ad- 
ministration of the vitamin as such, supplemented 
by a diet that is high in intake of citrus fruits. 
Various agents have been employed for the treat- 
ment of this hemorrhagic disorder, including snake 
venom, antivenin, rutin, calcium, and so on, but 
apparently these are without beneficial effect. 


MISCELLANEOUS BLOOD DISEASES 


The treatment of Hodgkin’s disease is highly in- 
dividualized and depends upon the type of process, 
its relative acuteness or chronicity, and the presence 
of systemic reactions such as fever and anemia. 
The treatment of Hodgkin’s disease is still best 
carried out with roentgen ray therapy. Radiologists 
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do not agree as to the precise technics by which 
irradiation should be employed and it is better that 
this be decided in each individual case. Treatment 
usually consists of giving approximately as much 
as 1,000 roentgens directed over the gland-bearing 
areas on a regional basis. In patients who are ex. 
tremely ill, small doses are used at first. Following 
such therapy, the large glands will rapidly regress 
in size and even though some distance away, they 
respond likewise. The patient should also be treated 
with general supportive measures including, par- 
ticularly, blood transfusions. 

A recently introduced chemical agent of consider- 
able value in Hodgkin’s disease is nitrogen mustard, 
but this is not generally available to the general 
practitioner. It is given intravenously in dosage of 
0.1 milligram per kilo of body weight daily for a 
period of three or four days. It must be injected 
carefully because if it escapes into the surrounding 
tissue it produces extensive areas of induration. It 
has to be given slowly because there is some danger 
of venous thrombosis. About one-half of the pa- 
tients show rather severe reactions from this treat- 
ment, with a considerable number experiencing 
nausea and vomiting. Nitrogen mustard is most 
effective in those patients who have considerable 
systemic involvement, usually followed by signs of 
detoxication with fall of fever, increasing strength, 
appetite, and weight. It produces a decrease in the 
size of the lymph nodes. A remission might be pro- 
duced with nitrogen mustard which may last for 
about six or eight weeks. There is no evidence that 
it prolongs life considerably, so it is best that the 
general practitioner continue to employ irradiation 
as the chief therapeutic agent with blood trans- 
fusions as supportive measures. 


It has recently been reported by Loge and 
Rundles? that urethane produces excellent results 
in the treatment of multiple myeloma. These 
workers studied the effect of urethane in four pa- 
tients with multiple myeloma who were treated from 
eight to ten weeks with total dosage of 120 to 
290 grams and observed over a period of thirteen 
months. In all of these there was striking benefit 
with diminution of fever, skeletal pain, and acute 
symptoms. The myeloma cells decreased in the 
marrow, serum protein changes were less pro- 
nounced, and there was no further progression of 
destructive bone lesions. We have treated several 
patients with urethane and have obtained similar 
results. It now appears to be the drug of choice in 
the management of this disease. 
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The treatment of infectious mononucleosis re- 
mains relatively unchanged, since this continues to 
be a fairly benign and self-limited disease. Thera- 
peutic measures, therefore, should include only pal- 
liative, symptomatic, and supportive treatment. 
This usually includes bedrest and symptomatic 
therapy. Various agents, including aureomycin, 
have been recommended for the treatment of in- 
fectious mononucleosis, but it would appear that 
these are unnecessary. 

The treatment of agranulocytosis is far more 
satisfactory today than it was many years ago. 
This is because of the availability of the antibiotic 
agents. The first step in treatment is to determine, 
if possible, what drugs may have been responsible 
for the disease. Drugs that are now known to cause 
agranulocytosis include the organic arsenicals, 
aminopyrine and its various compounds, the sul- 
fonamide drugs, thiouracil, propylthiouracil, “tri- 
dione,” and perhaps others. The first step in 
therapy is to remove the offending drug from the 
patient; secondly, the disease can be controlled very 
well with the use of penicillin and other antibiotics 
if necessary. This usually controls the infectious 
processes to a sufficient degree that the bone mar- 
row has a chance to become functional again. If 
the patient should have any anemia, this should be 
corrected by transfusions, but depleted red cell 
values in agranulocytosis are unusual. 


The treatment of polycythemia vera is based upon 
the objective of decreasing the cell volume in the 
patient’s vascular system. This can be done by 
mechanical removal of the blood, as in repeated 
venesection; or by destruction of excessive blood 
cells, utilizing such hemolytic agents as acetyl- 
phenylhydrazin; or by diminishing the output of 
red cells from the marrow by the use of radioactive 
isotopes. The use of acetylphenylhydrazin has been 
abandoned and the treatment of polycythemia re- 
solves itself between the use of radioactive phos- 
phorus or repeated venesection, or both. Since 
radioactive phosphorus is not generally available to 
the general practitioner, most patients can be kept 
under good control by repeated venesection. Pa- 
tients should be bled sufficiently frequently to keep 
the hematocrit reading at 50 or below if possible. 
The number of bleedings varies in different patients. 
In some, venesection may be required each two 
weeks and in others, once monthly is sufficient. 
The patients should be on a low iron diet, but other- 
wise the dietary intake is unrestricted. In the use 
of radioactive phosphorus for polycythemia, it is 
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given intravenously in a dose ranging from 4 to 7 
millicuries. This is usually adequate for a period 
of several weeks to many months and a similar dose 
can be employed later if necessary. Patients treated 
with this substance seem to be more prone to de- 
velop leukemia as a terminal process. On the whole, 
bleeding seems to be safer. 


A SUMMARY OF VALUABLE HEMATOLOGIC 
AGENTS AND PROCEDURES 


Liver Extract, Concentrated.—This is best given 
intramuscularly. The average dose is 15 units. It 
is relatively ineffective by mouth. It is indicated in 
all cases of macrocytic anemia with megaloblastic 
changes in bone marrow. 


“Ventriculin.” — Desiccated hog’s stomach is 
given by oral administration. The average dose is 
40 grams daily. Indications are: patients with 
macrocytic anemia who cannot tolerate liver extract. 


Folic Acid (Pteroylglutamic Acid).—The average 
dose is 10 to 20 milligrams daily by oral admin- 
istration. Indications are: megaloblastic anemia of 
childhood, macrocytic anemia of pregnancy, sprue 
and pellagra, and nutritional macrocytic anemia. 


Vitamin Bi2.—This is derived from growth of 


Streptomyces griseus. The average dose is 15 micro- 
grams daily by intramuscular injection. It is indi- 
cated in all types of macrocytic anemia, and is 
probably as effective as injectable liver extract even 
in pernicious anemia though it is yet too early to 


evaluate neurologic changes. 
equal to 1 unit of liver extract. 


Vitamin C (Ascorbic Acid).—This is effective in 
the management of purpura of capillary fragility. 
Daily dose by mouth is 300 milligrams. 


Ferrous Sulfate—The average dose is 15 grains 
daily in three doses after meals by the oral route. 
It is indicated in all types of iron-deficiency anemia. 
For newborn infants, 4 teaspoon elixir ferrous sul- 
fate (1 grain) daily by mouth is used; for older 
infants, 1 teaspoon daily in a few cc. of water (2 
grains). 

Nitrogen Mustard [Methyl-bis (beta-chloroethyl) 
amine hydrochloride].—The average dose is 0.1 
mg. per kg. of body weight intravenously for three 
or four doses on successive days. This is most 
valuable in treatment of Hodgkin’s disease. 


Urethane (Ethyl Carbamate).—This is available 
in enteric-coated tablets, 5 grains each. The average 
daily dose is from 1 to 5 grams divided in three or 


One microgram is 
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four doses by oral administration. It is effective in 
chronic myelogenous, lymphatic and monocytic 
leukemia. It is an excellent supplement to roentgen 
radiation therapy. 


Aminopterin (4-Aminopteroylglutamic Acid).— 
The average dose is 0.25 to 1 milligram daily by 
oral administration. It is effective in prolonging the 
life of approximately 50 per cent of patients with 
acute leukemia. It is relatively ineffective in other 
diseases. 


Fowler’s Solution (Liquor Potasii Arsenitis) — 
The average dose is 5 to 15 minims daily by oral 
administration. This is an excellent supplement in 
certain cases of chronic and perhaps acute leukemia. 


Four-Amino-2-methyl-naphthol hydrochioride.*— 
These used either intramuscularly or intravenously 
in daily doses of 2 to 5 milligrams for correction of 
hypoprothrombinemia. 


Vitamin K.‘—A water-soluble preparation is given 
in daily dosage of 2 to 4 milligrams either intra- 
muscularly or intravenously for hypoprothrom- 
binemia. 


Thromboplastin Solution.—Prepared as a solution 
of brain substance, this is used effectively when 
applied locally to bleeding surfaces in patients with 
diseases characterized by a prolonged coagulation 
time such as hemophilia and pseudohemophilia. 
Thrombin preparations commercially available also 
are used as local hemostatic agents in patients with 
prolonged coagulation times. 


Transfusions of Whole Blood.—These are used 
practically in the entire range of blood diseases on 
proper indication, the chief supportive measure to 
prolong life in the entire field of hematology. 


Transfusions of Rh-Negative Blood.—To be used 
in (1) patients with erythroblastosis fetalis, (2) 
transfusions of all Rh-negative women at all times, 
and (3) in Rh-negative men when they are to re- 
ceive a substantial number of transfusions. 


Transfusions of Plasma.—Indications for plasma 
in the field of hematology are relatively limited. 
Whole blood is usually preferable in all situations. 


External Roentgen Radiation.—This is the bul- 
wark of treatment in the lymphomatous group of 
disorders including the chronic leukemias, lympho- 
sarcomas, Hodgkin’s disease, and related conditions. 


Radioactive Phosphorus (P32).—A sodium phos- 


*Synkamin, Parke, Davis & Company. 


tHykinone, Abbott preparation of vitamin K (2-methyl-1, 4-naph- 
thohydroquinone-3-sodium sulfonate. 
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phate compound is made radioactive either by bom- 
bardment in cyclotrons or in atomic piles, with a 
half-life of 141% days. It is given either by mouth 
or intravenously, the latter being preferable. Aver- 
age dose is 1 to 2 or 3 millicuries daily with total 
dosage up to 20 or 25 millicuries. Chief indication 
is in the treatment of polycythemia vera. 


Venesection.—The chief indication for venesec- 
tion is to control polycythemia vera. According to 
Finch, it may possibly be used in some cases of 
hemochromatosis to deplete the patient of excess 
iron reserves. 


Splenectomy.—This is effective as a curative 
measure in congenital hemolytic icterus, idiopathic 
thrombocytopenic purpura, in the syndrome of 
hypersplenism, and in some cases of portal hyper- 
tension with congestive splenomegaly (Banti’s syn- 
drome). 
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THE EFFECTS OF ACETALDEHYDE ON 
PERFUSED LUNGS AND CORONARY 
VESSELS* 


By Vincent J. Derses, M.D. 
and 
Foster N. Martin, Jr., M.D. 
New Orleans, Louisiana 


In a series of papers on the effect of tetraethyl 
thiuramdisulfide (‘‘antabuse”) it was shown by 
Hald, Jacobson, and Larsen,!' Asmussen, Hald, 
Jacobson and Jorgensen,? Hald and Jacobson, 
Asmussen, Hald and Larsen,’ and Larsen® that small 
doses of alcohol following this drug produce charac- 
teristic symptoms in humans. The relevant symp- 
toms (among others) were an increased pulmonary 
ventilation with corresponding decrease in the 
alveolar carbon dioxide, an increase in the respira- 
tory dead space, and an increased heart rate. These 
changes were attributed to an increased formation 


*Read in Section on Allergy, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
Society of Northern Kentucky, held in Cincinnati, November 14-17, 
1949 


*From the Departments of Internal Medicine and Pharmacology, 
Tulane University School of Medicine, New Orleans. 


*Work financed by a grant from The Upjohn Company. 
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of acetaldehyde. Circumstances arise in clinical 
medicine (for example, in bronchial asthma) when 
physiologic alterations of this type might be useful. 
There are few studies not alone of acetaldehyde but 
of aliphatic aldehydes in general. Current opinion 
was summed up by Hitchcock® who said that it is 
not possible to distinguish pharmacologically be- 
tween epinephrine and acetaldehyde except that the 
dose of acetaldehyde required to produce an action 
equivalent to any of those produced by epinephrine 
is of the order of 100 to 1000 times as great. To 
buttress this opinion reference may be had to the 
work of Handovsky’ confirmed by Nelson’ who 
found a sharp rise in blood pressure and cardiac ac- 
celeration after acetaldehyde. Additionally Nelson® 
found the pressure response of acetaldehyde poten- 
tiated by cocaine, resembling closely in this regard 
the potentiation of epinephrine by cocaine. Han- 
dovsky’ and Koppanyi? have also shown that 
acetaldehyde dilated bronchioles. Studies of the 
action of acetaldehyde on isolated lungs and 
coronary arteries have so far not appeared. It is 
the purpose of this paper to show that in these 
particulars as well acetaldehyde has the same 
qualitative effect as sympathetic stimulation. 


MATERIALS AND METHODS 


Isolated rabbit and guinea pig lungs were per- 
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fused by the method of Sollmann and von Oettin- 
gen.'° The rabbit bronchioles were constricted by 
means of histamine (1 cc., 1:1000). The guinea 
pigs were previously sensitized by rabbit serum in 
one animal or human serum in five animals and 
constriction was obtained by perfusion with the 
appropriate antigen in 1:1000 solution. Acetal- 
dehyde was given in doses of 5 cc. of 5 per cent 
solution since small doses were not sufficiently 
effective. 

The flow of perfusion fluid was measured by 
means of a device with two small buckets each 
holding 2.75 cc., which alternately filled and emp- 
tied, marking the kymograph record each time a 
full bucket tripped. The flow in trips per minute 
was measured, minute by minute, from the kymo- 
graph record and the flow in cc. per minute cal- 
culated. This device will be reported in greater 
detail elsewhere. 

Coronary outflow was measured with the same 
apparatus using the Sherrington method of per- 
fusion.!! 


RESULTS 


Rate of perfusion flow in rabbit lungs was 
approximately halved by the administration of 
histamine (8 animals). This effect was quite rapid 
and in 3 control animals persisted for at least an 
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Plotting of results of treatment of histamine in constricted bronchioles, 3 lungs with acetaldehyde. Each symbol represents a 
different lung. The line averages the 3. 
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Epinephrine, 0.2 cc. of 1:10,000, at each point indicated. Acetaldehyde, 5 cc. of 5 per cent solution, at each point indicated. 
Human serum diluted 1:1000 with Locke’s solution was flowing in continuously from point indicated to end of experiment. 
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hour (Fig. 1). Acetaldehyde was perfused through 
other lungs (5 animals) constricted by histamine. 
In these lungs there was an increase in the perfusion 
rate to just above normal levels, an effect which 
was however transient (Fig. 2). 

When the sensitized guinea pig lungs were per- 
fused with antigen there was a decided fall in the 
rate of flow. This bronchoconstrictor effect could 
be overcome partially by acetaldehyde. Reference 
to Fig. 3 will show that administration of epi- 
nephrine, after acetaldehyde had had time to exert 
a maximal effect, was followed by an increased flow. 

“Pitocin” was used to constrict the coronary 
vessels in three isolated rabbit hearts perfused 
according to the method of Sherrington,'! which is 
a fixed pressure variable flow method. The outflow 
was measured with the same apparatus as mentioned 
above. 

Initial flow through the coronaries was about 
30 cc. per minute. “Pitocin” in doses of 0.2 cc., 
0.4 cc., or 1 cc. (1:10 dilution) reduced the flow. 
“Pitocin,” 1 cc. of 1:10 dilution, which was more 
often employed because more evident effect was 
produced, reduced the flow to between 11 and 16 
cc. per minute. When such constriction was present, 
5 cc. of a 5 per cent solution of acetaldehyde or 
0.2 cc. of a 1:10,000 solution of epinephrine, re- 
stored the flow temporarily to near normal (about 
25 cc. per minute). 


SUMMARY AND CONCLUSIONS 


Bronchioles constricted by histamine in perfused 
rabbit lungs were relaxed by both epinephrine and 
acetaldehyde. 


Bronchioles constricted by antigen in perfused 
lungs from sensitized guinea pigs were relaxed by 
both acetaldehyde and epinephrine. In both guinea 
pig and rabbit lungs 5 cc. of 5 per cent solution of 
acetaldehyde did not exert so powerful an effect 
as 0.2 cc. of 1:10,000 epinephrine solution. 


Coronary vessels constricted by “pitocin” in per- 
fused rabbit hearts were relaxed by both epi- 
nephrine and acetaldehyde. 
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DISCUSSION (Abstract) 


Dr. William D. Davis, Jr., New Orleans, La—There are 
one or two interesting questions which arise from a demon- 
stration of the importance of acetaldehyde. One of the 
most interesting is the fact that intravenous alcohol re- 
lieves an attack of bronchial asthma. Handovsky has shown 
also, that following the administration of intravenous alco- 
hol, serum acetaldehyde is elevated. Unfortunately, he does 
not tell us to what level it is elevated, and whether the 
effect of bronchial dilatation is due to the increase in serum 
circulating acetaldehyde. 

There are one or two incongruities which need to be 
resolved between epinephrine and acetaldehyde if actually 
the clinical effect of “antabus” is to be ascribed to cir- 
culating acetaldehyde. For instance, following “antabus” 
plus alcohol, there is a flushing of the skin, as opposed to the 
pallor which usually follows epinephrine. In addition, fol- 
lowing acetaldehyde there is a definite increase in the rate 
of respiration which is different from the respiratory effect 
of epinephrine, which only increases the total volume, and 
then no blood pressure effect has been reported following 
the combined effect of “antabus” and alcohol, though this 
has definitely been shown from acetaldehyde in the experi- 
mental animal by Nelson. 

Finally, if we really do have a material which will pro- 
duce coronary dilatation after the fashion of epinephrine 
without a peripheral pressor effect and increase on the load 
of the heart, it is apt to be an exceedingly useful material 
in clinical medicine from a cardiovascular standpoint. 


A COMMON FORM OF FAT DYSCRASIA: 
DRY SKIN* 


By F. M. Pottencer, Jr., M.D. 
Monrovia, California 


Dry skin is a commonplace finding in the physical 
examination of patients today. In 100 consecutive 
examinations in my office this year, fifty women 
and fifty men, 64 per cent of the women and 46 
per cent of the men gave a history of having suf- 
fered from dry skin. In my physical examination 
of these patients, I noted the presence of dry skin 
as of clinical -importance in 54 per cent of the 
women and 36 per cent of the men. In examining 
100 children under the age of 10 years, all of whom 
showed dry skin, 31 per cent were girls, 69 per cent 
were boys. The frequency of this symptom in the 
past few years has stimulated us to explore the cause 
and the treatment. 

A leading fashion magazine, Harper's Bazaar,' 
has recently published an article entitled “Dry 


*Read in General Clinical Session, Medicine, Southern Medical 
Association, Forty-Third Annual Meeting, ‘Auspices Campbell-Kenton 
County Medical Society of Northern Kentucky, held in Cincinnati, 
November 14-17, 1949. 
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Skin—the Great American Drought.” I quote their 
opening sentences: 

“Tt’s not seborrhoea, acne, impetigo, contact dermatitis, 
urticaria or dermatophytosis, but plain Dry Skin, that 
women in every city and village in America complain of 
today. Our skin is dryer than our grandmothers’ ever was. 
Dryer than our husbands’ is. Dryer than the complexions 
of the women of England, France, Scotland, Italy. Only 
the peasant women who labor in the fields have dryer skins 
than our American beauties.” 

These observations parallel those made in my own 
physical examinations over a period of several years. 

When giving a history of their problem, my pa- 
tients have attributed their skin disorder to one of 
the following causes: hard water, improperly neu- 
tralized soaps, detergents, various household chem- 
icals, exposure to the sun or wind, dry weather, 
dust, and incompatible or excessive cosmetics. 
Physicians realize that these irritants may not 
disturb some people at any time, while others will 
suffer from even mild exposure to any of the irri- 
tants. Further, they recognize that a dry skin may 
accompany many diseases in which the patient has 
suffered febrile states, or has passed through a 
period of starvation, or has suffered serious liver 
impairment, or undergone other disease states due 
to a deficiency of the vitamins. 

I shall confine this discussion to dry skin as a 
symptom of disturbed fat metabolism as it affects 
the apparently healthy individual. 


To prepare for this approach to the problem, let 
us begin by reviewing the composition of the skin. 
Stelwagon and Gaskill’ say that the skin acts not 
only as a protective covering of the body, but as 
a closely related organ to the entire body economy. 
The outermost layer, the epidermis, is constantly 
expended and is replaced by the lower layers: this 
horny layer of skin serves to protect the body from 
blows, from the injurious effects of extremes of 
temperature and from the absorption of harmful 
materials. Beneath the epidermis lie the sebaceous 
and sweat glands, which are excretory glands, with 
a minor respiratory function; beneath these are the 
hair, hair follicles and the nails, generally called the 
appendages of the skin, and the lymphatics, the 
blood vessels, nerves and muscles, concerned with 
the function of the nutrition of the skin. The sweat 
glands remove water from the body under ordinary 
circumstances at an almost imperceptible rate, cool- 
ing by evaporation. Ninety-nine per cent of this 
excretion is water, the balance being composed of 
inorganic salts, protein, urea and fatty acids. 

Stelwagon and Gaskill? indicate that the sebaceous 
glands provide a natural oily barrier to permeability. 
Sebum, the material given off by the sebaceous 


February 1959 


glands, is a semi-fluid fat which normally lubricates 
the skin, keeping the hairs oiled and the skin pliable. 
The sebum may become solid when exuded, par- 
ticularly from such larger glands as those about the 
nose. 


Sebum has not yet been fully analyzed. To date, 
it is recognized to contain triglycerides,’ cholesterol, 
oxycholesterols, saturated and unsaturated fatty 
acids,* phosphates, and choline.’ Inasmuch as the 
phosphates and choline are part of the lecithin 
radical, it may be assumed that lecithin is likewise 
present. Hansen and Burr® have suggested that 
lineoleic, linolenic and arachidonic acids may be 
necessary to prevent dry skin in man as well as in 
experimental animals. This is the outgrowth of the 
recognition that certain of these multiple bonded 
fatty acids are now considered to be the essential 
fatty acids of nutrition.’ In a similar manner, 
clinical evidence points to the fact that these un- 
saturated fatty acids may be part of the composition 
of sebum. 

Although the fatty acids of the oils of sebum have 
been recognized to contain both oleic and palmitic 
acids, the former of which is a semi-drying oil, the 
latter, a non-drying oil, the rapid drying effect of 
sebum suggests the possibility that other multiple 
bonded fatty acids of much higher iodine number 
must be present in these materials. Inasmuch as 
phosphorus and choline have been reported as found 
in sebum and the skin, it is therefore logical to 
assume that the phospholipin lecithin, which con- 
tains both phosphoric acid and choline, is, in all 
probability, a constituent lipid of this material. 


Lecithin, besides being an excellent source of 
choline, is an anti-oxidant and would aid in main- 
taining the sebaceous materials in a fluid state 
within the gland itself, but would permit rapid dry- 
ing as soon as the material reached the relatively 
large surface of the skin. 

Certain of the problems of dry skin, particularly 
the follicular keratoses of the dorsum of the arms 
and buttocks, which consist of keratinized plugs 
within the sebaceous glands, have been attributed 
by Frazier and Hu® to lack of vitamin A. Adlers- 
berg and Sabotka® however, pointed out that 
lecithin, which contains choline, aids considerably 
in the assimilation of vitamin A. Morrison! has 
reported that even cholesterol that has been laid 
down in the arteries can be mobilized by the use of 
choline. Reduction of cholesterolemia has been re- 
ported by Herrmann!! and Steiner.!? 

The mechanism of fats with reference to the skin 
appears to be simple. The important cholesterol-like 
substances that are found in sebaceous material act 
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as a substratum for holding the unsaturated fatty 
acids in solution, with a minute amount of water, 
while the lecithin fraction, which contains the phos- 
pholipins, prevents the oxidation of the double 
bonded fatty acids. These, when poured over the 
surface of the skin in small amounts, oxidize and 
leave a layer of fat over the skin which clings 
closely, like a good paint. 

Dermatologists are in agreement that an unbal- 
anced diet reflects in the condition of the skin. We 
have previously shown that lecithin aids in certain 
dermatological conditions.'5 !* Assuming that un- 
saturated fatty acids and lecithin are essential for 
the proper nourishment of the skin, let us review 
the sources of our dietary fats and what we do to 
them. 


The primary source of man’s fats today is of 
vegetable origin, the secondary, meat products, 
which, in turn, receive their fats from vegetable 
sources or other animals. Fats, like proteins and 
carbohydrates, are of many types, but are pri- 
marily triglycerides, made up of fatty acids and 
phospholipins. The fatty acids may be either of the 
saturated or unsaturated, and the unsaturated fatty 
acids may be of one or more double bonds. The 
double bonded fatty acids with 2 - 5 active radicals 
show the greater biological activity. The phos- 
pholipins, of which lecithin and cephalin are impor- 
tant members, are particularly effective as wetting 
agents, and one of their essential uses in the body 
is to mix water in oil and oil in water. In the 
processing of our foods today, we find that the 
unsaturated fatty acids which are found largely in 
the germ of our cereals, are removed in the milling, 
along with lecithins. If these active elements are 
left within the cereal product, rancidity develops. 


In the handling of meat, the prevailing fear of 
coronary disease causes people to be afraid of eating 
the fat. The butcher frequently cuts away a large 
share of the fat on the roast. Those who do consume 
these meat fats are apt to require it very well 
cooked. When foods are cooked at high tempera- 
tures, many of the unsaturated fatty acids are 
oxidized at their double bonds, creating a different 
chemical, the biological worth of which is undeter- 
mined. It is known that when fats are heated to a 
high temperature the breakdown of glycerin pro- 
duces acroline, a known poison. Lecithins, like 
other lipoid substances, are subject to breakdown 
at normal cooking temperatures. Housewives have 
been educated to use hydrogenated fats in their 
cookery further reducing their unsaturation. May- 
nard'S points out that hydrogenation of fats causes 
them to lose much of their vitamin A potency. 
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Therefore, if all of these elements are eliminated or 
impaired in the normal food supply, is it not reason- 
able to assume that unsaturated fatty acid and 
lecithin deficiency may exert a powerful influence 
on the body’s nutrition? 


Recognizing that essential fatty acids have largely 
disappeared from much of our modern dietary, we 
have worked out a high protein, high fat, low 
carbohydrate diet for general rehabilitation pur- 
poses.'5 !4 All of the necessary food elements are 
present in abundance. 


The skin is the first organ in which the clinician 
can judge the effectiveness of a dietary regime. A 
good skin is soft, pliable, yet tough and resistant to 
abrasion, heals quickly. The skin that is rough, 
thick and cuts and abrades easily, is bound down 
to the subcutaneous tissue and heals slowly, indi- 
cating a metabolic disturbance. I have found that 
rough skin is a fairer index of marginal disturbed 
fat metabolism than any laboratory means. When 
important liver, pancreas or other damage cannot be 
demonstrated, and it is found that the patient is 
consuming limited amounts of lecithins and un- 
saturated fatty acids, which result in producing a 
harsh dry skin, it is a relatively simple matter to 
reverse the trend of this condition. 


The diet I prescribe includes liver and brain, cod 
liver oil, soy bean lecithin and edible linseed oil, 
in toto rich in unsaturated fatty acids and lecithins. 
The conscientious patient usually shows improve- 
ment of the skin in one week, and frequently re- 
covers completely within sixty days. In my experi- 
ence the use of vitamin A concentrates in the treat- 
ment of rough dry skin has given little relief. 
Nicholls,!© Frazier and Hu!’ and Youmans'* have 
all expressed the belief that dry skin is a sign of 
vitamin A deficiency. Youmans reported success in 
treating patients with cod liver oil, which, it must 
be remembered, is rich in unsaturated fatty acids 
of high iodine number. 


CONCLUSION 


In my experience dry skin is an index of sub- 
optimal utilization of lecithin and unsaturated fatty 
acids. In the absence of systemic disease the in- 
clusion of foods containing these substances will 
bring about a spontaneous change in the body 
metabolism as reflected in the skin. 

Surely our patients would thank us if they could 
liken their skin to that of the peach, as did Ferenc 
Molnar!? who placed in the mouth of his hero in 
“The Play’s the Thing” these words: 


“_and that skin, how round it is, how smooth it is, 
how velvety—and how fragrant.” 
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SIMULTANEOUS FULL TERM 
INTRA-UTERINE AND EXTRA-UTERINE 
PREGNANCY* 


By Witu1aM B. WIENER, M.D. 
and 


WILLIAM N. CarPENTER, M.D. 
Jackson, Mississippi 


The patient, a 26-year-old colored female, was admit- 
ted to the Charity Hospital in Jackson on October 11, 
1948. Her last menstrual period had begun January 
23, 1948. In March, 1948, she began to have low 
cramping abdominal pains. These pains increased in 
intensity and became so severe that she was placed 
in a private hospital April 19, 1948. At this time 
there was also a brownish red vaginal discharge. Her 
attending physician made a diagnosis of right tubo- 
ovarian abscess or right ovarian cyst complicating an 
intra-uterine pregnancy of three months. Treatment 
consisted of penicillin, sulfadiazine, and 1000 cc. of whole 
blood as a transfusion. Following discharge from the 
hospital on April 21, 1948, she had no further bleeding 
or pains. Three weeks later she was examined, and 
the uterus was found to be enlarged to about the size 
of a four months pregnancy, and no definite mass or 
tenderness could be felt in the right adnexal region. 
Three months prior to this admission, she developed 
edema of the lower extremities and from this time on 
occasionally complained of abdominal pains. On October 
4, 1948, an x-ray of her abdomen was taken by her 
local physician as he found the fetal head high and 
on the left side of the pelvis. The x-ray picture was 
poor, and only one head was seen in the left iliac region. 
Later that night, she went into labor and at 2:00 a.m. 
on October 5 she delivered a living healthy male child 
weighing approximately 6 lbs. The placenta was ex- 
pelled soon after the baby. The delivery was handled 
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by a midwife, but the doctor was called to see her a 
few hours later. Three or four days later when the 
uterus did not appear to involute, the local physician 
suspected another baby was present and made a diag- 
nosis of a second fetus in one horn of a bicornuate 
uterus. 


The patient had one previous pregnancy in 1942. At 
that time she developed eclampsia and spontaneously 
delivered a stillborn fetus three weeks before term. 


On admission, the blood pressure was 190/110, tem- 
perature 102° F. and pulse 120/min. A bilobed mass 
was present in the lower abdomen. The larger portion 
was more on the right side than the left, and it ex- 
tended to within 4 cm of the right costal margin. It 
was tender and fetal parts could be palpated in it. A 
smaller mass was present in the left lower abdomen 
which could be made to contract by massage. Fetal 
heart tones were heard in the right lower quadrant of 
the abdomen. On sterile vaginal examination, a hard 
mass was present completely filling the cul-de-sac and 
pushing the cervix up behind the symphysis and to the 
left. The cervix was soft and admitted two fingers. 
The small mass mentioned above was almost superior 
to the cervix. There was a 3+ pitting edema of the 
legs. 


A flat plate of the abdomen showed a full term 
breech presentation with the presenting part in the 
pelvis. A tentative diagnosis of extra-uterine pregnancy 
complicated by toxemia of pregnancy was made. On 
October 14, 1948, under spinal anesthesia (the choice of 
the physician anesthetist) the patient’s abdomen was 
opened through a right para-rectus incision. On exami- 
nation, it was found that the uterus was enlarged three 
to four times, was anterior, and to the left. There 
was a large mass beneath the right broad ligament 
extending from the pelvis up to the liver margin. 
This large mass was opened and a 4 lb. 10 oz. female 
infant was extracted. The amniotic fluid was dark 
brownish in color. The cord was clamped close to the 
placenta and after cutting it, it was tied. The sac was 
closed and some bleeding was noticed in the upper 
portion of the mass. It was found that the placenta 
was attached to the posterior surface of the peri- 
toneum extending up to the liver and its upper margin 
had separated, causing the bleeding. The bleeding was 
controlled by pressure and “oxacel” and the placenta 
was not removed. The abdomen was then closed in 
layers without drainage. The baby appeared normal, 
and her heart was beating on delivery but the attend- 
ing pediatrician was unable to get her to breathe. One 
thousand cc. of whole blood was given during the pro- 
cedure. The postoperative course was complicated by 
an adynamic ileus and pyelonephritis. When she was 
discharged from the hospital on November 17, there 
was still a mass present in the abdomen extending up 
to the level of the umbilicus. On December 11, 1948, 
the patient was readmitted with a diagnosis of thrombo- 
phlebitis of the left leg which responded to paraverte- 
bral blocks and penicillin, and she was discharged on 
December 23. On February 7, she was readmitted at 
which time the abdominal mass was found to have 
increased in size, and there was a fluctuant area just to 
the right of the umbilicus. Under anesthesia, an incision 
was made over the fluctuant area and by blunt dissec- 
tion, it was found to communicate with the larger 
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abdominal mass. Approximately one quart of foul- 
smelling purulent material was aspirated from this. By 
drainage and irrigation, the mass gradually disappeared 
and she was discharged March 12, the cavity having 
closed. 

DISCUSSION 


Simultaneous intra-uterine and extra-uterine 
pregnancies are extremely rare. In 1944, Studdi- 
ford and Speck,! in reviewing the literature, could 
find only 368 cases reported and they reported 
a new case. Powell and Gottschalk? reported an 
additional case in 1947. In a large majority of 
these cases, the symptoms and signs of the extra- 
uterine pregnancy were more prominent than the 
coexistent intra-uterine pregnancy, and the latter 
was rarely found before operation or death. 

As a diagnosis of extra-uterine pregnancy, rup- 
tured or unruptured, demands immediate sur- 
gery, it is easy to see why a full term simul- 
taneous intra-uterine and extra-uterine preg- 
nancy is practically non-existent. Novak,’ in 
reviewing the literature in 1926, found nine 
cases of this type and since this time, only two 
additional cases could be found. 


Bondurant,* in 1937, reported a case in which 
a cesarean section was done because the cervix 
was high and anterior and could be felt with diffi- 
culty just behind the symphysis. When the abdo- 
men was opened, the uterus was found to be 
enlarged to full term with a sac extending from 
the left wall of the uterus to the left peritoneal 
wall with a baby in both the uterus and the 
extra-uterine sac. Both babies were delivered. 
The placenta from the abdominal pregnancy was 
removed and, because of excessive bleeding, a 
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hysterectomy had to be done. The abdominal 
baby weighed 434 lbs., was healthy and lived. 
The baby from the intra-uterine pregnancy 
weighed 3% lbs., was luetic and died on the fifth 
day. Leech,’ in 1941, reported the second case. 
In his report, the mother delivered a 5%4-lb. 
healthy male and the extra-uterine pregnancy 
was not discovered until three weeks later, at 
which time a laparotomy was done and a 6-lb. 
male was delivered. The baby died 114 hours 
later. In both of the above cases, the mother 
survived. 
SUMMARY 


(1) A case report of simultaneous full term 
intra-uterine and extra-uterine pregnancy is pre- 
sented. The intra-uterine pregnancy was deliv- 
ered in the home and the extra-uterine pregnancy 
was not discovered until a few days later. The 
extra-uterine pregnancy was delivered in the hos- 
pital. The mother and the intra-uterine baby 
are living and well. 


(2) Two similar cases are presented. In each 
of these, the exact nature of the pregnancy was 
not known until the time of delivery or following 
delivery of the intra-uterine pregnancy. 

(3) Counting these three cases, there are now 
known to be twelve cases of full term intra- 
and extra-uterine pregnancies that have reached 
term. 
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ESTROGENS 


The modern period of study of ovarian hormones 
laid its cornerstone in 1917, with the description 
by the anatomists, Stockard and Papanicolaou,' of 
cyclic changes in vaginal cells of small laboratory 
animals. In 1923 Allen and Doisy? made these 
observations the basis for a test for an active ovarian 
follicle hormone. The test for anterior pituitary and 
anterior pituitary-like hormones, the gonadotropins, 
and the Aschheim-Zondek pregnancy test followed, 
and it was soon demonstrated that A.P.L. was ab- 
normally high in certain pathologic conditions, 
notably in hydatid mole and chorionepithelioma. 


This essential laboratory work provided inval- 
uable diagnostic implements. It also established the 
fact that ovarian products previously used were 
worthless, and thus swept away a large volume of 
medicaments and therapeutic technics. In the more 
than quarter-century since the concentration of 
potent ovarian hormones, no clearcut specific indi- 
cations for ovarian therapy have been generally 
recognized. Much has been hoped and claimed for 
it; much discarded, because much of the evidence 
for benefit has been subjective. 


Recently Zondek and Rozin,’ in Jerusalem, re- 
ported the induction of ovulation in a small number 


1. Stockard, C. R.: and Papanicolaou, G. N.: Existence of a 
Typical Oestrous Cycle in the Guinea Pig with a Study of Its 
Histological and Physiological Changes. Amer. J. Anat., 22:225 
(Sept.) 1917. 

2. Allen, Edgar; and Doisy, E. A.: An Ovarian Hormone. Pre- 
liminary Report on Its Localization, Extraction and Partial Purifica- 
tion and Action in Test Animals. J.A.M.A., 81:819, 1923. 

3. Zondek, Bernard; and Rozin, Samuel: Stimulation of Ovarian 
Function and Induction of Pregnancy Through Intravaginal Implanta- 
tion of Estrogen Pellets. Surg. Gyn. Obst., 88:783 (June) 1949. 
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of non-ovulating women following estrogen therapy, 
The work was predicated upon quantitative studies 
of hormone levels, and estrogens were given to 
women whose hormone cycles were abnormal. 


The Smiths, of Brookline, Massachusetts, over a 
number of years have observed the hormone changes 
in normal and abnormal pregnancies. They* have 
recently reported upon a considerable series of preg- 
nant women who received large quantities of stil- 
bestrol (synthetic estrogen) without apparent harm 
to either mother or fetus. They present data to 
suggest that pregnancy toxemia is lower in a stil- 
bestrol treated group of primigravidas than in a 
similar untreated group. Premature infants by their 
statistics were better developed in the stilbestrol 
treated mothers, postmaturity was less frequent, 
and there was a reduction in fetal mortality. Estro- 
gens have also been reported beneficial in the course 
of diabetic pregnancies, where A.P.L. may be high. 


Sommers, Lawley, and Hertig,’ of Brookline, ex- 
amined the placentas of a considerable group of the 
Smiths’ series of patients who received heavy stil- 
bestrol therapy. The weights of both placentas and 
infants were reported greater in the stilbestrol group 
than among the controls. No definite histologic 
changes of the placenta were detected other than 
the increased size. No ill effects upon the placentas 
apparently followed the administration of large 
amounts of stilbestrol, but rather, a better placental 
development. 


The hypothesis in these cases is that the ovary 
itself is stimulated by the estrogens, through a 
glancing or billiard ball mechanism: estrogen is be- 
lieved to stimulate the anterior pituitary gland, 
which in turn stimulates the ovary to greater pro- 
duction of progesterone, the nidatory or nesting 
hormone, which permits better maintenance of the 
placenta and fetus. It is noted that normally A.P.L. 
excretion is high in very early pregnancy; and that 
estrogen excretion a few weeks later should have 
a marked rise. 


Karnaky,° of Houston, was the first or one of the 


4. Smith, O. Watkins; and Smith, George Van S.: The Influence 
of Diethylstilbestrol on the Progress and Outcome of Pregnancy as 

ased on a Comparison of Treated with Untreated Primigravidas. 
Amer. J. Obst. and Gyn., 58:994 (Nov.) 1949. 

Idem. Use of Diethylstilbestrol to Prevent Fetal Loss from Com- 
plications of Late Pregnancy. New England J. Med., 241:562 
(Oct. 13) 1949. 

5. Sommers, S. C.; Lawley, T. B.; and Hertig, A. T.: A Study 
of the Placenta in Pregnancy Treated by Stilbestrol. Amer. J. Obst. 
and Gyn., 58:1010 (Nov.) 1949. 

6. Karnaky, Karl John: Clinical Use of the New Synthetic Estro- 
genic Hormone Stilbestrol. Preliminary Report. Sou. Med. J., 32:813 
(Aug.) 1939. 

Causes of Menstruation and Uterine Bleeding. Idem., 33:1285 
(Dec.) 1940. Use of Stilbestrol for Treatment of Threatened of 
Habitual Abortion, and Premature Labor. A Preliminary R 
Idem., 35:839 (Sept.) 1942. Use of Stilbestrol Therapy for E 
triosis: Preliminary Report. Idem., 41:1109, 1948. 
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first men in this country to recognize the clinical 
estrogenic action of the simple synthetic product, 
diethylstilbestrol. He reported its use first in 
August, 1939, and since then has advocated large 
doses of stilbestrol for various disorders including 
sterility and habitual abortion. 


Many facts remain to be learned of the effects 
of stilbestrol or other estrogens in pregnancy, and 
there is certainly no reason to give them loosely or 
routinely to normal gestating women. The weight 
of evidence at present would point to estrogens as 
probably valuable adjuvants to the care of certain 
pregnant or non-pregant women in whom urinary 
estrogen and prolan curves do not follow the normal 
course. The dosages now recommended are large, 
and more facilities are needed for diagnostic hor- 
mone estimations in gynecologic and obstetrical 
patients. Modern work of this type is incomplete 
without biochemical and pathologic confirmation or 
diagnosis, and very careful documentation of cases 
is greatly needed. 


Biz AND FATTY LIVER 


One of the most potent known food materials is 
vitamin Biz, active against pernicious anemia and 
other large cell anemias. It would seem to act as a 
stimulant to fat metabolism. Crude liver concen- 
trate also stimulates the fat metabolism of animals 
on a high fat diet. If small animals are maintained 
on a synthetic high fat ration (lard 51 per cent, 
controls 6 per cent) they tend to develop a fatty 
liver. If Biz concentrate is injected in small amounts 
into animals on this ration, the fat of the liver is 
only about half so high, according to Drill and 
McCormick! and the expected increase in liver fat 
does not occur at all if the Biz administration is 
sufficient. The liver fat by this means may be kept 
approximately normal, and the results with Biz are 
comparable to those obtained with liver extract. 
Choline and methione were present in the Bi2 con- 
centrate used, say the authors, but in the same 
quantities without Biz they did not restore the livers 
to normal. 


Excess fat accumulation is believed to be a cause 
of many of the degenerative diseases. Fat metab- 
olism is poorly controlled in diabetes, hypothy- 
roidism, and atherosclerosis, to mention only a few 
disabling conditions in which Biz offers possibilities 
for further study. 


Ps Drill, Victor A.; and McCormick, Harry M.: Lipotropic Effects 
0 Vitamin Biz Concentrate. Proc. Soc. Exper. Biol. and Med., 
72:388 (Nov.) 1949, 
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Hyperlipemia of diabetes disappears in some cases 
after choline administration, and choline likewise 
is effective in preventing the development of fatty 
liver in depancreatized insulin treated dogs.? 

Biz obviously is only one of many food factors 
essential to fat control. 


The importance of the trace vitamins, that is, of 
organic compounds active in quantities comparable 
to those of Biz, hitherto beyond the realms of 
physiologic computation, is just beginning to im- 
pinge upon the science of clinical or human nutri- 
tion. The potency of Biz has been most fully 
demonstrated. 


Natural sources of Biz, according to University 
of Wisconsin workers, are glandular meats, par- 
ticularly liver and kidney. Muscle tissue, eggs and 
milk contain lesser amounts, and plant materials 
show none.$ 


SURGERY FOR THE MENTALLY 
RETARDED 


Great forward steps in surgical progress were the 
introduction of sterilization and asepsis, technics 
of which have improved continually in the past half 
century; and the rapid development of anesthesi- 
ology over the same period. The modern blood 
stream antiseptics, the sulfa drugs and the biotics, 
of more recent years have greatly expanded the 
field. The dangers of intestinal surgery have been 
reduced; the field of thoracic surgery has expanded 
so that operations in this cavity are now common; 
operations upon the living heart have become very 
successful; and operations affecting the cranial 
cavity, last and most delicate of the fields, have 
more and more widened their scope. 


In many conditions of mental deterioration or 
retardation, the blood supply to the brain is in- 
sufficient. Recently attempts have been made to 
devise operations to increase the circulation to the 
brain in cases in which it is inadequate, such as 
cerebral artery thrombosis, certain cases of mental 
retardation of infants, and convulsive disorders. A 
group of investigators in Cleveland* have experi- 
mented with production of an anastomosis between 
the common carotid artery and the internal jugular 


2. Csaky, Tihamer Z.; Mollerstrom, Jakob; and Sirek, Otakar V.: 
Excretion of Choline in the Urine of Diabetic Patients. Arch. Int. 
Med., 84:730 (Nov.) 1949. 

3. Lewis, U. J.; Register, U. D.; Thompson, H. T.; and Elvehem, 
C. A.: Distribution of Vitamin Bie in Natural Materials. Proc. Soc. 
Exper. Biol. and Med., 72:479 (Nov.) 1949. 

4. Beck, Claude S.; McKhann, Charles F.; and Belnap, W. Dean: 
Revascularization of the Brain Through Establishment of a Cervical 
Arteriovenous Fistula. J. Pediat., 35:317 (Sept.) 1949. 
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vein, which they say results in a redistribution of 
blood and increased blood circulation to the brain. 
A few clinical cases were reported by them in which 
beneficial effects were observed, and other patients 
had been operated upon in whom the period of 
observation was not long enough for evaluation. 


Three retarded infants showed progressive im- 
provement after operation, both in physical and 
mental achievement. Other patients improved symp- 
tomatically. Complications at the time of reporting 
had not appeared. There was no pulsating exoph- 
thalmos, increase of intracranial pressure, or cardiac 
hypertrophy. The workers suggest that if such 
complications should appear, the fistula could be 
closed. 


As they remark, the procedure represents rather 
a new appreach to the problem than an acceptable 
solution. It is an interesting attempt with a hitherto 
hopeless group. 


TWENTY-FIVE YEARS AGO 
From JourNALs oF 1925 


Blood Fats in Diabetes.\—For many years the center of 
diagnostic interest in relation to diabetes lay in the sugar 
output in the urine. Presently attention was directed also 
to the glucose content of the blood. The consideration of 
the pathology and also treatment of diabetes is not com- 
plete in the literature of the present day without some 
reference to the possibility of a faulty metabolism of fats 
as well as a perverted use of carbohydrate in the organism. 
Diabetic lipemia is becoming a familiar expression. “With 
an excess of fat,” Joslin has written, “diabetes begins, and 
from an excess of fats diabetics die’ * * * The blood fat 
is above normal with a consistency equal to the changes in 
blood sugar in diabetes * * * each group with a higher 
blood fat is characterized by a distinctly shorter life ex- 
pectancy. 


Early Gallbladder Visualizations2—The recent attain- 
ment of Graham, Cole, and Copher, visualizing the gall- 
bladder by the simple and safe method of intravenous 
injection of the sodium salt of tetrabromphenolphthalein, 
has offered the opportunity for investigation * * * to 
determine whether or not the gallbladder is altered by a 
nonsurgical biliary drainage following the introduction of 
magnesium sulfate solution directly into the duodenum 
(Lyon-Meltzer technic) * * * The duodenobiliary drainage 
following a single stimulation with magnesium sulfate pro- 
duces a reduction in size and alterations in shape of the 
gallbladder shadow when visualized by the Graham method 
* * * drainage does take place. 


» Blood Lipoids in Diabetes. J.A.M.A., $4:373 (Jan. 
Daniel N.; and Menville, Leon 


J.: Observatio’ 
the Visualized Gallbladder by the Graham Method. J. A.M.A., 84: 416 
(Feb. 7) 1925. 
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Cause of Poliomyelitis3—The hypothesis that a strepto- 
coccus having peculiar neurotropic and other properties 
might have an etiologic relationship to epidemic poliomye. 
litis was formulated on the basis of certain extremely 
specific effects noted during my studies on focal infection 
and elective localization in other diseases * * * The reaction 
described appears to be a specific precipitation, resulting 
from a union between precipitinogen in the cleared extract 
and precipitin obtained in the serum * * * infection of the 
upper respiratory tract by a streptococcus having peculiar 
* * * properties occurs constantly in patients with acute 
poliomyelitis * * * the test should find its greatest use- 
fulness as aid in early diagnosis. 


Focal Infection in Peptic Ulcer.4—Experimental proof 
of a causal relationship of chronic foci of infection to an 
existent peptic ulcer was obtained by injections into ani- 
mals of bacteria recovered from the focus * * * In twelve 
patients, dental infection was probably the primary cause, 
Forty-five rabbits were injected with cultures from drilled 
foci in three patients: 53 per cent of the animals showed 
peptic lesions at necropsy. Only 7 per cent of 535 control 
animals * * * had such lesions * * * evidence presented is 
good proof of the infectious theory of peptic ulcer. 


3. Rosenow, Edward C.: A Specific Pei omen in Epidemic 
Poliomyelitis. J.A.M.A., 84:429 (Feb. 

4. Haden, Russell L.; and Bohan, Peter 7: 
Peptic Ulcer. J.A.M.A., 84:419 (Feb. 7) 1925 
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Book Reviews 


A History of Otolaryngology. By R. Scott Stevenson, M.D, 
F.R.C.S. (Ed.); and Douglas Guthrie, M.D., F.R.CS. 
(Ed.). 155 pages, illustrated. Baltimore: The Williams 
and Wilkins Company, 1949. Price $5.00. 

This is a brief historical narrative of the rise and progress 
of the specialty of otolaryngology from the earliest times 
to the present era. The authors claim that this is the first 
history of this specialty to be written. 

The book provides an evening of easy reading that is 
relaxing and informative. Brief sidelights of general medical 
interest are integrated with the history of the specialty. 
The chief weakness of the story is the paucity of correlation 
to the political, economic, social and religious developments 
which doubtless influenced the progress of otolaryngology. 

The volume is one that will find a hearty welcome in the 
library of anyone interested in medical history; it is one 
that should become a part of the library of every otolaryn- 
gologist. 


The Practice of Refraction. By Sir Stewart Duke-Elder, 
K.C.V.O., M.A., DSc. (St. And.), Ph.D. (Lond.), MD, 
F.R.C.S., Hon. D.Sc. (North Western) ; Surgeon-Oculist 
to His Majesty the King. Fifth Edition. 317 pages, with 
216 illustrations. St. Louis: The C. V. Mosby Company, 
1949. Price $6.25. 

The fifth edition of Sir Stewart Duke-Elder’s well-known 
textbook on refraction retains all the features which have 
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made it a best seller among refraction books and now 
includes new and enlarged discussions which bring it up to 
date. The initial chapter considers the philosophy of the 
symptoms and treatment of eye strain and is excellent for 
its effort to evaluate the relation of symptoms to errors of 
refraction. Recent views on the biologic determination of 
myopia are discussed and material on transient changes in 
refraction is presented. Contact lenses, aniseiconia, the 
streak retinoscope, and anomalies of convergence are pre- 
sented in amplified form. 

Sir Stewart’s masterly command of the English language 
has never been applied better to a difficult scientific sub- 
ject. This book is not only for those who are learning 
refraction, but those who are proficient, and who wish ta 
increase their skill. 


Fundamentals of Otolaryngology. A Textbook of Ear, Nose 
and Throat Diseases. By Lawrence R. Boies, M.D, 
Clinical Professor of Otolaryngology, Director of Division 
of Otolaryngology, University of Minnesota Medical 
School; and Associates. 443 pages with 184 figures. 
Philadelphia and London: W. B. Saunders Company, 
1949. Price $6.50. 

This text is designed to provide basic instruction to the 
student and fundamental information to the physician who 
is not a specialist. 


There are chapters on anatomy and physiology, general 
and special examinations of the ear, nose and throat which 
are well written and very adequately illustrated. As in 
most books of this type the emphasis is upon symptoms 
and diagnosis rather than treatment. However, pertinent 
prescriptions and procedures are placed under the appro- 
priate headings. Included in this text are short chapters on 
tinnitus, vertigo, foreign bodies in the air and food passages, 
disorders of the esophagus, hoarseness, and laryngeal ob- 
struction. There is a well-written chapter on headache 
which should be of interest to. any physician. Following 
each subject is a list of rather recent references. The last 
chapter is devoted to useful prescriptions and therapeutic 
measures. 


Diseases of the Liver, Gallbladder and Bile Ducts. By S. S. 
Lichtman, M.D., F.A.C.P. Assistant Professor of Clinical 
Medicine, Cornell University Medical College. 1135 pages 
and 147 illustrations. Philadelphia: Lea & Febiger. Price 
$18.00. 


Dr. Lichtman has carefully reviewed the tremendous 
literature through 1948. The book has been enlarged and 
in parts entirely re-written. There are excellent reviews of 
hepatic physiology, liver function tests, symptomatology, 
pathology and treatment. The chapter on cirrhosis is out- 
standing. Reports are given of the newer advances using 
isotopes and radioactive tracers. There are many illustra- 
tions and useful tables. 


As would be expected in so comprehensive an under- 
taking, one discovers many points for criticism. The style, 
although usually clear, is occasionally difficult. Valuable 
space is given contradictory reports without especial benefit 
to the book. There are serious needs for further revision, 
for example: the treatment of gonococcal infections men- 
tions only sulfonamides and hyperthermia. There is incom- 
Dlete discussion of newer antibiotics. Penicillin notes are 
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unsatisfactory, streptomycin is mentioned only twice and 
there are no references to aureomycin or chloramphenicol. 

But all of these objections are trivial compared with the 
magnitude of Dr. Lichtman’s work. Perhaps no such book 
can be entirely satisfying to the critical student. This tome 
is certainly one of the best on liver disease. 


Treatment in Proctology. By Robert Turell, B.S., M.D., 
Attending Proctologist, Hillside Hospital; Adjunct Sur- 
geon in Proctology, Montefiore Hospital. With a chapter 
on Psychosomatic Problems by Louis Linn, M.D. 248 
pages, with illustrations. Baltimore: The Williams and 
Wilkins Company, 1949. Price $7.00. 

This book is well written and has excellent sketches, 
radiographs, and clear-cut up-to-date recommendations in 
therapy for practically any anorectocolonic disease. 

The chapters on sulfonamide and antibiotic therapy, 
malignancy, diarrhea, and proctology in pediatrics are espe- 
cially helpful. 


Malaria. The Biography of a Killer. By Leon J. Warshaw, 
M.D. 348 pages. New York: Rinehart and Company, 
Inc., 1949. Price $3.75. 

Written for lay perusal, the writer traces the effect of 
malaria on the history of the world and describes the 
development of the present-day armamentarium for its pre- 
vention and cure. The romance of cinchona and the dis- 
covery and use of quinine are given in detail, as are the 
facts concerning some of the newer drugs, plasmochin and 
atabrine. The statement: “DDT is remarkably potent * * * 
one ounce distributed * * * over about 110 square miles 
* * * a fly landing on it would be killed instantly,” is 
open to question. This book should reawaken a general 
interest in this ever present problem. 


Clinical Neurology. By Bernard J. Alpers, M.D., Sc.D. 
(Med.), Professor of Neurology, Jefferson Medical Col- 
lege, Philadelphia; Neurologist, Jefferson, Pennsylvania 
and Wills Hospitals, Philadelphia. Second Edition. 862 
pages, with 240 illustrations. Philadelphia: F. A. Davis 
Company, 1949. Price $9.50. 

The steady progress in antibiotic and chemotherapy has 
necessitated frequent revision of most textbooks and many 
of the changes in the present edition are the result of re- 
vising methods of therapy to include antibiotics. There is 
a new section on nystagmus which will be helpful. There 
have been some revisions in the section on anterior polio- 
myelitis to include recent epidemiologic findings, but one 
is surprised to see that the Guillain-Barre syndrome is not 
listed as a separate entity in the differential diagnosis. 
There will also be objection to the statement that “it is 
doubtful whether it (herniated cervical disc) can account 
for a respectable portion of cases of arm pain.” No refer- 
ence is made to the use of vitamin B-12 in the treatment 
of posterolateral sclerosis. The author has considerably 
expanded the section dealing with treatment of meningitis 
but the reviewer takes exception to his recommendation of 
giving streptomycin intrathecally in tuberculous meningitis. 
The section on virus encephalitis has been expanded to 
include some of the newer immunologic entities such as 
Russian spring-summer encephalitis, and Japanese B en- 
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cephalitis. The principal revisions in the section on syphilis 
of the brain are in regard to antibiotic therapy. There have 
been a few additions and revisions in the section on con- 
vulsive disorders with regard to physiopathologic mech- 
anisms in epilepsy, to abdominal equivalents and as to the 
research in regard to “agonized flour in canine epilepsy.” 
The author states that “benzedrine” is the most effective 
drug in the treatment of narcolepsy when actually some 
of the more recent sympathomimetic drugs are just as 
effective and have much less side action. The section on 
treatment of multiple sclerosis has been expanded to include 
recently introduced measures. 

This new edition differs little from the original first edi- 
tion. It is sufficiently concise to serve as a satisfactory 
student textbook and sufficiently comprehensive to be 
valuable as a reference text for practitioners. The frequent 
use of tables to present differential diagnosis and other 
salient features should make the volume very helpful for 
quick reference. It is attractively bound, well printed and 
adequately illustrated. 


Roentgen Diagnosis of Diseases of the Skull. By Max 
Ritvo, M.D., Assistant Professor of Radiology, Harvard 
Medical School, Boston, Massachusetts. Foreword by 
George W. Holmes, M.D. 409 pages, with 466 illustra- 
tions. New York: Paul B. Hoeber, Inc., 1949. Price 
$16.00. 

This volume contains a complete study of the skull, in- 
cluding over 350 reproductions of radiographs and draw- 
ings with ample and adequate description of each case 
presented. 

Difficulty is encountered occasionally due to inability to 
correlate the reading material with the reproductions of the 
radiographs which may be several pages away. This dis- 
advantage however, is due to the numerous films presented 
and is compensated for by the completeness of the book. 

The material includes conditions affecting the skull sec- 
ondarily such as intracranial neoplasms, vascular lesions, 
and abnormal calcifications. Ventriculography is not pre- 
sented, but an entire chapter is devoted to angiography. 
Differentiation of the signs of fetal death and normal over- 
lapping of the bones of the skull during labor are given. 

The atlas is intended primarily for the radiologist, but is 
an excellent reference for the neurosurgeon. 


Malignant Disease and Its Treatment by Radium. Sir 
Stanford Cade, K.B.E., C.B., F.R.C.S., M.R.C.P., Sur- 
geon, Westminister Hospital, Mount Vernon Hospital and 
Radium Institute. With a foreword by Sir Ernest Rock 
Carling, F.R.C.P., F.R.C.S., F.F.R., Consulting Surgeon 
and Vice-President, Westminister Hospital. Second Edi- 
tion. Volume II. 430 pages, illustrated. Baltimore: The 
Williams and Wilkins Co., 1949. Price $12.50. 


This is a concise but thorough presentation of malignant 
disease in the mouth, pharynx, larynx and neck. The author 
emphasizes the need for an unbiased selection of the method 
of treatment varying with the anatomical, clinical and 
pathological aspects of each individual case. 

Numerous illustrations, photographs, tables and diagrams, 
all of excellent quality, enhance the value of this book and 
portray the care and detail necessary for the intelligent 
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handling of the individual with cancer. Illustrative cage 
reports are strategically placed to demonstrate specific 
problems or methods of treatment. 

All statements and statistics are well documented. The 
fallacy of empirical radium therapy is made quite apparent 
by the detailed description of the problems involved jn 
many types of cases. 


The Technique of Pulmonary Resection. By Richard }. 
Overhold, M.D., Clinical Professor of Surgery, Tufts 
College Medical School, Boston, Massachusetts, and 
Lazaro Langer, M.D., Instructor in Surgery, University 
of Cordoba, Cordoba, Argentina. 193 pages, with illustra- 
tions, some in color. Springfield, Illinois: Charles ¢. 
Thomas, Publisher, 1949. Price $8.00. 


This book is very clearly written and illustrated. All of 
the illustrations and descriptions apply only to the face 
down position on the operating table. The chapters on the 
anatomy and segmental resections are particularly good and 
are clearly illustrated. A description is given on all of the 
usual segmental resections. 

Since the technic of pulmonary resection is a relatively 
new and changing field, together with many new technics, 
the afterword written by Dr. Overhold serves to make this 
book a real 1949 edition. 

This book is highly recommended to all thoracic surgeons, 


Clinical Radiation Therapy. By Ira I. Kaplan, MD, 
F.A.C.R., Clinical Professor of Radiology, New York 
University Medical College, New York. Second Edition. 
884 pages, illustrated. New York: Paul B. Hoeber, Inc. 
Price $15.00. 

The author has completely revised and enlarged his 
original manuscript for this edition. Individuals interested 
in radiation therapy will find practical and explicit recom- 
mendations applying to almost every condition for which 
it might be indicated. This book is an authoritative guide 
for the radiotherapist and embodies all of the new concepts 
of radiation physics, dosage measurements and the use of 
isotopes. It is the most readable text of its kind and wil 
be widely acclaimed by radiotherapists. 


The Venereal Diseases. A Manual for Practitioners and 
Students. By James Marshall, M.D., B.S., M.RCS, 
L.R.C.P., Director, Venereal Diseases Clinic, Royai North- 
ern Hospital, London. Second Edition. 369 pages, illus 
trated. New York: The Macmillan Company, 1%. 
Price $5.50. 

This book by the English author, James Marshall, pre- 
sents a brief resume of certain anatomical, diagnostic, 
therapeutic, and public health aspects of gonorrhea, syphilis, 
the other venereal diseases, and some additional abnormali- 
ties encountered by the venereologist. Relatively much 
material has been omitted in handling the more serious 
phases of syphilis, undoubtedly in an attempt to keep the 
volume small. 

It is unfortunate that this edition was not withheld for 
an additional year or more in order that numerous impor 
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tant points could be established in view of more recently 
available data. Some of the more newly established 
opinions not emphasized include the following: 

(1) The effectiveness of penicillin therapy has greatly 
reduced many of the original problems in the management 
of gonorrhea and its complications. (2) Penicillin therapy 
alone is an effective and adequate treatment for most types 
of syphilis, and combined therapy with bismuth and arsenic 
is not presently indicated. (3) Streptomycin therapy is 
remarkably effective in the treatment of granuloma in- 
guinale. (4) More recently introduced methods of chemo- 
therapeutic prophylaxis offer promising possibilities in pre- 
venting syphilis and gonorrhea. 

One would not recommend the use of sulfur ointment 
today as the treatment of choice for scabies nor is shaving 
of the pubic area necessary in the treatment of pediculosis 
pubis. 

Eight color plates and 105 black and white illustrations 
add greatly to the value of this volume. 

Inasmuch as the two diseases, syphilis and gonorrhea, are 
covered by separate departmental divisions in American 
medical schools, it is unlikely that the two divisions would 
join to recommend a common volume. For the general 
practitioner the text is of value. 


Golden Jubilee World Tribute to Dr. Sidney V. Haas. 338 
pages, with illustrations. New York: Committee for the 
Golden Jubilee Tribute to Dr. Sidney V. Haas, 1949. 


Citations for outstanding contributions are too infre- 
quently given the circulation they deserve. This describes 
the ceremonies attending the Golden Jubilee of Dr. Haas. 
It contains the speeches and copies of the many letters 
written from all over the world in appreciation of Dr. 
Haas’ two outstanding contributions to pediatrics. The in- 
troduction of the banana diet in coeliac disease and the use 
of atropin in pylorospasm in infancy will cause him to be 
remembered by medical men over many years. 


Bentley’s Textbook of Pharmaceutics. Revised by Harold 
Davis, B.Sc., Ph.D. (Lond.), Ph.C., F.R.I.C., Pereira 
Medallist, Sometime Chief Pharmacist, University Col- 
lege Hospital, London; with the collaboration of M. W. 
Partridge, B. Pharm., B.Sc., Ph.D. (Lond.), Ph.C., Lec- 
turer in Chemistry, University of Nottingham; and A. I. 
Robinson, Ph.C., Late Pharmacist in Charge, Manufac- 
turing Laboratory, Messrs. Stafford Allen & Sons, Ltd., 
London; with other contributions. Fifth Edition. 1100 
pages, with figures. Baltimore: The Williams and Wilkins 
Company, 1949. Price $7.50. 


This English textbook of pharmacy gives a modern, 
broad, general treatment of the subject intended for students 
studying the general principles and processes. Some of the 
material is not found in the usual text of this kind: for 
example, the sections on enzymes, pharmaceutical micro- 
biology and commercial manufacturing. The material is 
Well presented and accurate; the student will find the text 
a useful handy work of reference. The brief history of the 
British Pharmacopoeia in the first section of the book will 
be of interest to any pharmacy student. 


The arrangement of the titles in accordance with the 
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British Pharmacopoeia, that is, official Latin title, official 
English title, and synonym, is a disadvantage of the book 
as a text or reference in the United States. Our present 
US.P. XIII and N.F. VIII give the official English title, 
official Latin title, and synonym; the English title is the 
most widely used and preferred. One not familiar with the 
Latin titles of drugs experiences some difficulty in finding 
these in the index since the English titles and synonyms in 
the two countries are frequently different. 

The modern trend in the United States shows a preference 
for the English title and metric system while this text pre- 
fers the Latin titles and apothecary system in accordance 
with the British custom. The common use of a particular 
system of weights and measures in different countries helps 
illustrate the fact that although the general principles and 
processes are very similar to ours they differ in minor 
details, which makes a difficulty for American pharmacy 
students. 

The authors are to be congratulated on the liberal use of 
material from the current British, American, German, and 
French literature. In some instances, names and dates 
appear in the text and cannot be found in the references 
listed at the end of the chapter. 


Problems of Early Infancy. Transactions of the Second 
Conference March 1-2, 1948, New York. Edited by 
Milton J. E. Senn, M.D., Departments of Pediatrics and 
Psychiatry, Yale University School of Medicine, New 
Haven, Connecticut. 120 pages. New York: Josiah Macy, 
Jr. Foundation, 1949. Price $1.00. 


The purpose of the conference, the transactions of which 
are given in this report is to bring together workers in 
allied medical fields so that their specialized information 
may produce a composite understanding of the subject. 


Although the title of this report is “Problems in Early 
Infancy,” nine of the eleven articles are in the field of 
obstetrical psychiatry. To one not versed in modern 
psychiatric advances it was difficult at times to tell whether 
he is dealing with a philosophic assumption or a clinical 
conclusion. The book opens a vista of unlimited possi- 
bilities and should prove of great value to practitioners in 
the fields of obstetrics and pediatrics. 


Photoradiography in Search of Tuberculosis. By David 
Zacks, M.D., Chief of Clinics, Massachusetts Department 
of Public Health. 297 pages, with illustrations. Balti- 
more: The Williams and Wilkins Company, 1949. Price 
$5.00. 


The author brings to bear gn his treatise the critical 
understanding bestowed upon him by approximately twenty 
years of experience in the field of tuberculosis control, and 
this in the state of Massachusetts, where the attack on 
tuberculosis has been vigorous for many years. 


Dr. Zacks indicates clearly the necessity of close coopera- 
tion between the official health agency, the voluntary 
agencies, practicing physicians, industrial medical depart- 
ments, and diagnostic chest clinics. He discusses the organi- 
zation and operation of case-finding units for the detection 
of tuberculosis, outlining the responsibilities of each mem- 
ber of the x-raying unit. There are reproductions of chest 
x-rays indicating the course of fourteen cases of minimal 
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tuberculosis, followed by more than 200 films depicting an 
interesting and instructive array of non-tuberculous pa- 
thology found in the course of photoradiography in search 
of tuberculosis. 

Dr. Zacks’ book contains a mellow presentation of all 
facets of the subject. Having pioneered in this field he has 
worked without the advantages of the most modern tech- 
nical apparatus; he has lived through the early critical and 
controversial years of photoradiography; he has been con- 
fronted by the antagonists in the profession. Through this 
vast experience he is most qualified to pass on the virtues 
and the shortcomings of the method. The material will be 
valuable to all persons, lay and professional, who are 
interested in photoradiography, whether in search of tuber- 
culosis or for the by-products of this work. 


An Introduction to Materia Medica and Pharmacology. By 
Elsie E. Krug, R.N., M.A., Instructor in Pharmacology 
and Anatomy and Physiology, St. Mary’s School of 
Nursing, Rochester, Minnesota, and Hugh Alister Mc- 
Guigan, Ph.D., M.D., Professor Emeritus of Materia 
Medica, Pharmacology and Therapeutics, University of 
Illinois, College of Medicine, Chicago, Illinois. Fifth 
Edition. 558 pages with 37 text illustrations and 15 color 
plates. St. Louis: The C. V. Mosby Company, 1948. 
Price $4.00. 

This is recommended by the publishers as a textbook 
for student nurses; it would seem to be very well suited 
to this purpose. Official and non-official drugs are covered 
very well. This reviewer would prefer to see even more 
words of caution expressed in regard to the dangers and 
toxic symptoms expected after overdosage or idiosyncrasy. 
The colored plates from Jackson are very attractive, but 
they could be deleted without great loss in a book of this 
nature with perhaps some saving in the cost of the book. 

The appendix contains some rather unusual bits of in- 
formation. Why should kumyss (fermented milk of the 
mare) be included? Likewise monkshood, Basham’s mix- 
ture, or elaterium (squirting cucumber)? The glossary con- 
tains some interesting words as brachydactylia, coalescence, 
heuristic, miasm. 


Care of the Surgical Patient. By Jacob Fine, M.D., Surgeon- 
in-Chief, Beth Israel Hospital; Professor of Surgery, 
Harvard Medical School. 544 pages, illustrated. Phila- 
delphia and London: W. B. Saunders Company, 1949. 
This book begins with presentation of such subjects as 

fluid and electrolyte balance, nutrition of surgical patients, 

hemorrhage and shock, and, surgical infections. It is note- 
worthy that the otherwise very fine discussion of electro- 
lyte balance omits entirely any reference to the role of the 
potassium ion. In a detailed discussion of the systemic 
treatment of burns, local care of the wound is given very 
little space. The chapter on the liver and the appraisal of 
the various liver function tests merits especial study. Meas- 
ures of value in the care of patients receiving specialty care, 
such as gynecologic and urologic, are given. In the section 
on endocrine diseases, the chapters on the adrenal and the 
thyroid are especially notable. Section Four is most un- 
usual and valuable in its discussion of medical illnesses of 
importance in surgical patients. The information on such 
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subjects as Diabetes, Anemias, Heart Disease, Nephritis, ete, 
is most helpful. Section Five is a detailed discussion of 
laboratory procedures of common usage. Section Six is g 
resumé of preoperative and postoperative care in general, 
It includes a good, but brief, chapter on anesthesia and 
gives valuable details on the care of wounds and post. 
operative complications. Several tables giving pertinent 
facts about commonly used drugs are included in this 
section. 


The book is written in a clear, almost terse fashion. Each 
sentence is full of facts and there are few illustrations, 
Although a number of collaborators aided in writing the 
book, it obviously represents the broad and _ seasoned 
judgment of the author. The information is detailed and 
usable by surgeons of all stages of experience. It will serve 
as an excellent handbook for the intern and a ready refer- 
ence for the experienced surgical practitioner. It is not 
intended as a textbook, and this reviewer is impressed with 
its uniqueness and value as the part of any surgeon's 
library. 


Industrial Toxicology. By Lawrence T. Fairhall, Scientist 
Director, Public Health Service, Federal Security Agency; 
Chief, Industrial Hygiene Laboratory, Industrial Hygiene 
Division. 483 pages. Baltimore: The Williams and 
Wilkins Company, 1949. Price $6.00. 

This reference manual describes seventy-one inorganic 
substances and one hundred thirty-four carbon compounds 
of industrial importance, listed alphabetically under two 
headings, for easy reference. Some of the substances are 
not toxic and others are of doubtful toxicity; nevertheless 
the industrial hygienist is often concerned with them. Each 
substance is summarized as to characteristics, toxicity, in- 
dustrial uses, analysis and a selected bibliography is given. 
It is an authoritative text. 


Industrial Toxicology. By Alice Hamilton, M.D., Assistant 
Professor Emeritus of Industrial Medicine, Harvard 
School of Public Health, Boston, Massachusetts; and 
Harriet L. Hardy, M.D., Physician to the Division of 
Occupational Hygiene, Massachusetts Department of 
Labor and Industries, Boston, Massachusetts. Second 
Edition. 574 pages. New York: Paul B. Hoeber, Inc, 
1949. Price $7.50. 

This enlarged revision considers the complex problems 
that have arisen in the field of industrial toxicology with 
the large number of solvents, metals and radioactive sub- 
stances now in use. A new chapter, “Radiant Energy,” 
which includes radioactive substances, isotopes, ultra-violet 
and infra-red rays has been added. The bibliography is 
very extensive. 


1948 Year Book of Neurology, Psychiatry and Neurosur- 
gery. Neurology edited by Hans H. Reese, M.D., Pro- 
fessor of Neurology and Psychiatry, University of Wis 
consin Medical School; and Mabel G. Masten, MD. 
Associate Professor of Neuropsychiatry, University of 
Wisconsin Medical School. Psychiatry edited by Nolan 
D. C. Lewis, M.D., Director, New York State Psychiatric 
Institute and Hospital; Professor of Psychiatry, Columbia 
University. Neurosurgery edited by Percival Bailey, 
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MD.. Professor of Neurology and Neurological Surgery, 
University of Illinois. Chicago: The Year Book Publishers. 
730 pages. Price $5.00. 

Year Books constitute the fountain-head of advancing 
medical knowledge. The obvious criticism is that the mate- 
rial is selected by one man and the information therefore 
is dependent upon that man’s viewpoint. However, the 
editors of this particular Year Book are internationally 
known for their knowledge of the field, and of the trend 
of their own specialty. 

It is pure delight to read the section devoted to neuro- 
surgery. edited by Dr. Bailey. Some of Dr. Bailey’s pithy 
observations are quoted here because they probably indicate 
the trend of neurosurgery more than the articles reviewed. 
Discussing transorbital leukotomy, a method of performing 
a prefrontal lobotomy blindly, through the orbital plate, 
he says: 

“This procedure is of a nature to make a surgeon shudder. 
These multilations are being done in physicians’ offices, with 
no provision for the care of complications, which may 
occur from any such laceration of the brain. It seems likely 
that this procedure may bring a potentially useful pro- 
cedure into disrepute.” 

The ability of the electro-encephalogram to localize brain 
tumors he believes is often greatly overestimated. No 
tlectro-encephalographer, he says, can even approach the 
figures given if previous information as to the probable 
location derived from other sources is withheld. Obviously 
Dr. Bailey does not believe in the localizing and diagnostic 
value of electro-encephalography in brain tumor. 

A great fund of useful information is contained in the 
“1948 Year Book of Neurology, Psychiatry and Neuro- 
surgery.” This is entirely dependent upon the editors who 
have exerted a most beneficent restraining influence. 


Bone and Joint Radiology. By Emerik Markovits, M.D., 
Formerly Scientific Collaborator of the Central Radio- 
logic Institute of the General Hospital (Holzknecht- 
Institute), Vienna. 446 pages, with illustrations. New 
York: The Macmillan Company, 1949. Price $20.00. 
Dr. Markovits kindly assumes that the reader knows 

comparatively little of bone and joint physiology or anat- 

omy, and briefly reviews these subjects from the beginning. 

The printing, the descriptions and the illustrations are 
excellent. Insofar as possible, the author tabulates the 
significant radiological findings after he has briefly dis- 
cussed the local pathologic condition. In his discussion 
of what the radiologram shows, when practicable the author 
notes the form and outline of the bone, its structure and 
describes the medullary cavity and soft tissue changes. In 
addition, he describes the local roentgenologic characteristics 
including the site, form, size, normal density, structural 
outline, and course. 

There are included many extremely simple diagrams and 
sketches, as well as excellent roentgenographic photographs. 
hh these latter, there is no uniformity as to whether nega- 
tive or positive reproductions are used. Occasionally he 
oversimplifies diagrams, and in sketches showing angles 

diagrams may fail to agree with the angular measure- 
ments shown in them. This is probably a fault which was 
developed in copying his original diagrams. There are many 
excellent tabulations of findings most useful to the reader, 
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particularly the tabulations used for differential diagnoses. 
The text is relatively complete; although all of the findings 
mentioned by the numerous authors on this subject are 
not included. The simplicity of the language may annoy 
some specialists who will feel the book is oversimplified. 
It has an excellent bibliography and index, and will make 
a valuable reference book. 


It can be recommended for the use of general practi- 
tioners and students of roentgenology, especially early in 
their training. It also is a review, especially in its tabular 
outlines, for the more experienced user. 


Human Relationships in Public Health. Report of an In- 
stitute on Mental Health in Public Health. Geddes Smith, 
Associate, The Commonwealth Fund. 18 pages. New 
York: The Commonwealth Fund, 1949. Price fifteen 
cents. 

In this brochure is a brief review of the aims projected 
by an institute on human relationships in public health and 
the reactions of a number of public health workers who 
attended the session. It was found that a greater under- 
standing of psychiatrists and mental hygiene programs was 
engendered. In addition many health officers saw their 
staff, clients and communities from a new viewpoint of 
interpersonal relationship. 


Length of Life. A Study of the Life Table. By Louis I. 
Dublin, Ph.D., Second Vice-President and Statistician; 
Alfred J. Lotka, D.Sc., Assistant Statistician, Retired; 
and Mortimer Spiegelman, F.S.A., Assistant Statistician, 
Metropolitan Life Insurance Company. Revised Edition. 
379 pages. New York: The Ronald Press Company, 
1949. Price $7.00. 


An exceedingly valuable contribution by the best known 
and probably best informed authorities in the world for 
vital statisticians, social science students and health workers. 
The effect of ecological, genetic and cultural influences on 
longevity are elaborated, including family history, marital 
status, body build, medical history and occupation. Popula- 
tion trends are discussed and an extensive collection of life 
tables from various countries are included. The book has 
been almost entirely rewritten during this revision. 


Public Health in the World Today. Edited by James 
Stevens Simmons, Brigadier General, U. S. Army, Retired; 
Dean, Harvard School of Public Health. Assistant Editor, 
Irene M. Kinsey. With a foreword by James Bryant 
Conant, President of Harvard University. 332 pages, 
illustrated. Cambridge, Massachusetts: Harvard Univer- 
sity Press, 1949. Price $5.00. 

A galaxy of distinguished leaders in public health have 
contributed to this volume. The articles are grouped under 
four main headings: public health as a profession, the 
status of public health in this country, abroad, and future 
aims. The keynote of the symposiums is that we have 
accumulated a great deal of practical knowledge about 
disease control but we have not put this knowledge to the 
fullest use possible throughout the world. We need more 
trained workers of all kinds, more facilities and a broader 


of 
a 
I. 
id 
t- 
nt 
is 
nS, 
he 
ed 
er- 

10t 
ith 
n’s 
tist 
ene 
ind 
nic 
nds 
wo 
are 
less 
ach a 
In- 
ven. 
tant 
rard 
and 
of 
of 
ond 
Inc., 
f 
lems 
with 
sub- 
gy,” 
iolet 
y is 
Pro- 
Wis- 
(D., 
of 
olan 
tric 


178 SOUTHERN MEDICAL JOURNAL 


understanding of the breadth of public health by the public. 
This book should be read by everyone interested in public 
health. 


A Handbook of Roentgen Diagnoses of the Skull, Sinuses, 
and Mastoids. By Barton R. Young. Chicago: The Year 
Book Publishers, Inc. Price $6.50. 


This book fulfills a long overdue need in medical litera- 
ture. It consists of 314 pages and 140 plates. The author is 
extremely modest in entitling this work a handbook. It 
comprises as thorough a handbook as the reviewer has seen. 

The normal skull and its variations are superbly reviewed 
in all of the commonly used positions. Various diseases of 
the skull are discussed and demonstrated in excellent well- 
labeled plates. The same pattern is followed for the 
paranasal sinuses and mastoids. 

The normal films are accompanied by photographs show- 
ing the positioning of the patient and direction of the beam, 
with a well-written description of the technic. 

This volume will make a valuable addition to any 
physician’s library and is a necessity for those dealing 
daily with diseases of the head. 


Public Health Law. By James A. Tobey, Dr. P.H., LL.D., 
Member of the New York Bar. Third Edition. 419 pages. 
New York: The Commonwealth Fund, 1947. Price $4.50. 


A standard text on public health law. In this third edi- 
tion cognizance has been taken of the numerous alterations 
in governmental organization and administration and legis- 
lative trends since the last edition. About two hundred and 
fifty new court decisions affecting the application of public 
health procedures are introduced. An indispensable book 
for the public health practitioner. 


Personal and Community Health. By C. E. Turner, A.M., 
Ed.M., D.Sc., Dr. P.H., Professor of Public Health 
Emeritus, Massachusetts Institute of Technology. Eighth 
Edition. 565 pages, illustrated. St. Louis: The C. V. 
Mosby Company, 1948. Price $4.00. 


For almost a quarter of a century this text has been used 
for health instruction to college students. This edition has 
been revised to conform to recent advances in medical 
knowledge. An excellent book. 


Marihuana in Latin America, the Threat it Constitutes. By 
Pablo Osvaldo Wolff, M.D., Ph.S., M.A., Member of 
Expert Committee on Habit Forming Drugs of the World 
Health Organization. Sponsored by Washington Institute 
of Medicine. 56 pages. Washington, D.C.: The Linacre 
Press, Inc., 1949. Price $1.50. 


This essay discusses the marihuana problem in general and 
discloses the present situation in Mexico, Cuba, the Argen- 
tine and other Latin American countries. The author con- 
cludes that the resins are extensively consumed in various 
parts of the world, produce disastrous effects, and energetic 
international action is needed for control. Interesting, 
readable and well documented. 
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New Gould Medical Dictionary. Edited by Harold Welling. 
ton Jones, M.D., Colonel, U.S. Army, Retired; Professor 
of Anatomy, School of Medicine, Western Reserve Unj- 
versity; and Arthur Osol, Ph.D., Professor of Chemistry, 
Director of Chemistry Departments, Philadelphia College 
of Pharmacy and Science; Editor-in-Chief, United States 
Dispensatory. With the assistance of an editorial board 
and over 100 contributors. First Edition. 1294 pages, 252 
illustrations, 129 in cclor. Philadelphia: The Blakiston 
Company, 1949. Price, Textbook edition $8.50, Thin 
paper edition $10.75, and Deluxe edition $13.50. 


In 1890, Gould edited, “A New Medical Dictionary,” 
after which several other editions were published in the 
intervening years with various titles. This lineal descendant 
is entirely new and unlike any of its predecessors. Ap 
editorial board and staff, consisting of over one hundred 
contributors from all branches of medicine and the allied 
sciences have brought into this volume the most recent, 
accepted terminology in their fields. The appendix contains 
a great many tables, including those on arteries, bones, 
joints, muscles, nerves, veins, blood constituents, diets, ele- 
ments, enzymes, hormones, veterinary dosages and medical 
signs and symbols. Two hundred and fifty-two illustrations 
have been integrated into the book by a system of keyed 
cross references. Marking a new departure in lexography 
this volume should readily gain general acceptance. 


Radiologic Exploration of the Bronchus. By S. Di Rienzo, 
M.D., Assistant Professor of Radiology and Physio- 
therapy, Chief of the Radiology Department of the In- 
stitute of Cancer, the University of Cordoba, Argentina. 
Translated by Tomas A. Hughes, M. D. 332 pages, with 
illustrations. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1949. Price $10.75. 


This book comprises a very complete and valuable treatise 
on bronchography. Dr. Hughes has done an excellent piece 
of work in preparing this book for English publication. 

The first four chapters are concerned with the embry- 
ology, development, and bronchographic characteristics of 
the normal lung. The fifth, sixth, and seventh chapters 
deal with the technic of bronchography. The remaining six 
chapters discuss pulmonary pathology, including congenital 
malformations, as demonstrated by bronchography. 

The 466 plates are excellent reproductions of broncho- 
graphs that are wonderful demonstrations of lung disease. 
Each of these plates is well captioned. 

The discussion of the indications and values of the 
technic of serial exploration of the bronchial tree is out- 
standing. 


Archivum Chirurgicum Neerlandicum (The Dutch Archives 
of Surgery). New official organ of the Dutch College for 
the Advancement of Surgical Science, including other 
Dutch specialty societies. 88 pages, illustrated. New 


York and Toronto: Oxford University Press, 1949. Sub- 

scription rate in United States and Canada $6.00 per year. 

A new journal written in English for Dutch surgeons is 
designed to make their contributions internationally avail- 
able. It is well edited, illustrated and excellently printed. 
Welcome ! 
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Public Health Administration in the United States. By 
Wilson G. Smillie, A.B., M.D., Dr.P.H., Sc.D. (Hon.), 
Professor of Public Health and Preventive Medicine, 
Cornell University Medical College, New York City. 
Third Edition. New York: The Macmillan Company, 
1947. Price $6.50. 


This revision brings the reader the changes that have 
taken place in the field of public health during the past 
seven years. Among these are new information on the 
control methods of streptococcal infections, including scarlet 
fever, the pneumonias, tuberculosis, venereal diseases, ma- 
laria, tetanus, epidemic spinal meningitis and influenza. 
More emphasis has been given to geriatrics, the economic 
aspects of nutrition, health education and to the new trends 
in social health programs. An invaluable book for the 
public health officer. 


On the Contributions of Hugh Owen Thomas of Liverpool, 
Sir Robert Jones of Liverpool and London, John Ridlon, 
M.D., of New York and Chicago to Modern Orthopedic 
Surgery. By H. Winnett Orr, M.D., Chief Surgeon, 
Nebraska Orthopedic Hospital, Lincoln, Nebraska. With 
a supplement on Ridlon and his Share in Moulding 
Orthopedic Surgery by Arthur Steindler, M.D., Professor 
of Orthopedic Surgery, State University of Iowa Medical 
School, Iowa City, Iowa. 253 pages, with illustrations. 
Springfield, Illinois: Charles C. Thomas, Publisher, 1949. 
Price $4.50. 


Much research has been done by the author upon the 
contributions of Hugh Owen Thomas, Sir Robert Jones, 
and John Ridlon to modern orthopedic surgery and the 
volume contains many personal references. It outlines the 
development of Dr. Orr’s tremendous emphasis upon the im- 
portance of surgical rest, and portrays the tremendous ad- 
vances of the last eighty years in the progress not only of 
orthopedic surgery but of medicine in general. 

The sketches and illustrations depict the historical de- 
velopment of modern methods. There is an excellent bibli- 
ography at the end of the book. 


Dr. Orr does not emphasize particularly any great con- 
tribution made by Sir Robert Jones, but does give some 
insight into the man’s personality. 

The supplement of Dr. Ridlon by Arthur Steindler is 
especially noteworthy. 


While this short volume is not to be classed as necessary 


reading, many will be interested and entertained by its 
pages. 


Medical Research in War. Report of the Medical Research 
Council for the Years 1939-45. Presented by the Lord 
President of the Council to Parliament by Command of 
His Majesty, December 1947. 455 pages. London: His 
Majesty’s Stationery Office, 1948. Price 7s. 6d. 


This report has particular significance as it covers the 
work of the Medical Research Council during .the war 
years. In this period a great many demands for assistance 
by Government Departments and for research for the solu- 
tion of wartime problems were met. Research was con- 
ducted upon nutrition for civilian and military needs, the 
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control of infectious diseases, restoration of the sick and 
wounded to gainful employment, industrial relations, in- 
dustrial health, the development of penicillin and this work 
is interpreted in the light of contemporary events. The 
Council also maintained scientific liaison with other parts 
of the world. References are given to enable the reader to 
obtain more detailed information than is contained in this 
report. The Council feels that early in the war stimulus 
was given for research and a great deal of knowledge was 
amassed but as the war continues this stimulus tends to 
lessen. 


Ecology of Health. Edited by E. H. L. Corwin, Ph.D., 
Executive Secretary, Committee on Public Health Rela- 
tions, New York Academy of Medicine. 196 pages. New 
York: The Commonwealth Fund, 1949. Price $2.50. 


Each of the seven chapters in this book covers a different 
phase of public health. The remarks of the discussants have 
been integrated into each paper so that an agreeable pres- 
entation results. Of the seven chapters, two, “Animal and 
Insect Reservoirs of Disease” and “Climate, Geography and 
Disease” would be considered ecological. A third chapter, 
“Genetics in Public Health” might conceivably be included. 
The chapters on maternal health and nutrition, preventive 
psychiatry, trends in health services and the public health 
implications of the Burton-Hill Act fall within the field of 
public health per se. The practitioner will find in this small 
volume a wealth of material which will give him an under- 
standing of public health and what public health expects 
to accomplish in the future. 


Malaria Control on Impounded Water, 1947. 422 pages. 
Washington: Superintendent of Documents, U. S. Gov- 
ernment Printing Office. 


While this text is primarily an exposition of the control 
of malaria on impounded waters and particularly those 
under the control of the Tennessee Valley Authority the 
basic principles are of practical value wherever this disease 
exists. All phases of the malaria problem are considered: 
the planning of control measures, permanent marginal 
measures, water level management, shore line maintenance, 
larviciding, mosquito proofing, house spraying, operational 
procedures, the mosquitoes, and the relationship of mos- 
quitoes to their environment and wildlife conservation, 
control of mosquitoes in small reservoirs and the training of 
personnel. The appendix contains information pertaining 
to twelve state laws on malaria control on impounded 
waters, the chemicals and equipment employed in control 
work and the diagnostic technics for malaria surveys. This 
is an excellent book and should be in the library of every 
malariologist and sanitary engineer. 


A Treatise on Contemporary Religious Jurisprudence. By 
I. H. Rubenstein of the Illinois Bar. 120 pages. Chicago: 
The Waldain Press, 1948. Price $2.50. 


The author has written of three tenets: fortune telling, 
faith healing and pacifism. The conflicts of these beliefs 
in respect to public morals, public health, public welfare 
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and the national safety are pointed out and the legal limita- 
tions on their actions are expounded. Over five hundred 
references to laws and legal decisions relating to these 
dogmas are cited. The public health worker will find this 
book very useful. 


Southern Medical News 


AMERICAN UROLOGICAL ASSOCIATION, UROLOGY AWARD 


The American Urological Association offers an annual award of 
$1,000.00 (first prize $500.00, second prize $300.00 and third prize 
$200.00) for essays on the result of some clinical or laboratory 
research in urology. Competition is limited to urologists in specific 
practice for not more than five years and to residents in urology in 
recognized hospitals. The first prize essay will appear on the program 
of the American Urological Association meeting held in Washington, 
Hotel Statler, May 29-June 1. For full particulars write Dr. Charles 
H. de T. Shivers, Boardwalk National Arcade Building, Atlantic 
City, New Jersey. Essays must be in his hands before February 20. 


AMERICAN ASSOCIATION OF OBSTETRICIANS, 
GYNECOLOGISTS AND ABDOMINAL SURGEONS 
THE FOUNDATION PRIZE 


The American Association of Obstetricians, Gynecologists and 
Abdominal Surgeons is offering an award “The Foundation Prize” 
of $200.00, which will be presented at the annual meeting of the 
association at Hot Springs, September 7-9. Manuscripts must be in 
the hands of the Secretary before June 1. For details write the Secre- 
tary, Dr. L. A. Calkins, University of Kansas Medical Center, Kansas 
City 3, Kansas. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY 


The American Board of Obstetrics and Gynecology has not made 
nor is contemplating making any changes in its residency training 
requirements. Eligibility requirements remain the same, namely, three 
years of acceptable formal training, followed by at least two years 
of post-training practice in the specialty. Copies of the Bulletin of 
this Board, outline requirements in detail, are available to hospital 
administrators or to candidates, upon application to Dr. Paul Titus, 
Secretary, 1015 Highland Building, Pittsburgh 6, Pennsy!vania. 


THE AMERICAN ORTHOPTIC COUNCIL 


The American Orthoptic Council will give its third annual training 
course for orthoptics technicians in Boston, Massachusetts, July 5. 
The didactic portion of the course will last through August 30, the 
tuition fee being $150.00 and the room and board $100.00. The 
practical portion of the course will be given in various teaching clinics 
and offices throughout the country this year by Dr. Walter B. 
Lancaster with the aid of nationally known ophthalmologists and 
certified orthoptic technicians. Scholarships for worthy students may 
be available. Deadline for receiving applications is June 1. For 
further information contact the office of the American Orthoptic 
Council, 1605 22nd Street, N.W., Washington 8, D. C. 


ALABAMA 


The Medical Association of the State of Alabama will hold its 
a meeting in Birmingham, Thomas Jefferson Hotel, April 

Dr. E. Bryce Robinson, Jr., succeeds the late Dr. Lloyd Noland as 
Superintendent of the Tennessee Coal, Iron & Railroad Company’s 
(United States Steel Corporation) Department of Health, Birmingham, 
having served as Assistant Superintendent since 1946. 

Dr. Champ Lyons, formerly Associate Professor, Tulane University 
School of Medicine, New Orleans, Louisiana, is Professor and Chair- 
man of the Department of Surgery on a full-time basis at the Medical 
College of Alabama, Birmingham, having on January 1 replaced 
Dr. J. M. Mason, Birmingham, now Professor Emeritus. 

A portrait of Dr. James S. McLester, Professor Emeritus of 


Medicine, Medical College of Alabama, Birmingham, was unveiled in 
in the College Auditorium on January 15. The portrait was presented 


February 1959 


to the College by the residents and former residents who have seryej 
under Dr. McLester in the department, as a token of appreciation fg 
his long years of service. 

Dr. Grady O. Segrest, Mobile, was elected President of the Gui 
Coast Clinical Society at its annual meeting held recently in Pensacola, 
Florida. Dr. Emit L. McCafferty, Jr., Mobile, is x 

Dr. Edward Van Zile Scott and Miss Katherine Ledbetter Brooks, 
both of Birmingham, were married recently. 

George H. Lanier Memorial Hospital, Langdale, the first in the 
nation to receive a federal grant under the -Burton Hospital Aig 
Act, was dedicated on November 16; it is a memorial to the late 

H. Lanier, valley industrialist and philanthropist, under whog 
leadership the Chattahoochee Valley Hospital Society was in 
in 1942. It was built at a cost of $2,100,000 and will serve si 
towns and adjacent areas in east Alabama and west Georgia. 


ARKANSAS 


The Arkansas Medical Society will hold its next annual meeting 
in Fort Smith, Goldman Hotel, April 17-19. 

The annual Neuropsychiatric meeting at the Veterans Administration 
Hospital, North Little Rock, will be held February 23-24. 


DISTRICT OF COLUMBIA 


The Southeastern Surgical Congress will hold its eighteenth annual 
assembly in Washington, Shoreham Hotel, March 6-9. Dr. R. J, 
Wilkinson, Huntington, West Virginia, is President and Dr. B. 
Beasley, Atlanta, Georgia, is Secretary-Treasurer. 

American Urological Association will hold its next meeting in 
Washington, Statler Hotel, May 29-June 1. 

National Tuberculosis Association will hold its next meeting in 
Washington, April 25-28. 

Dr. Daniel Lamont Seckinger, Washington, who has been Acting 
Health Officer of the Medical Society of the District of Columbia 
since September 30, 1949 when Dr. George C. Ruhland retired, was 
appointed Health Officer on November 3. 

Emergency Hospital, Washington, has been presented equipment 
for a new cardiac clinic, valued at $4,000, by the Variety Club of 
Washington. 

Dr. John A. Swartwout, Washington, was elected President of the 
Southern Homeopathic Medical Association at its last meeting held 
in St. Petersburg, Florida. 

Dr. Ronald Cox, Assistant Clinical Professor of Ophthalmology, 
George Washington University School of Medicine, Washington, will 
represent the University at the 16th International Congress of 
Ophthalmology in London, July 17-21. 

Dr. Victor R. Alfaro, Washington, has been appointed Professor of 
Otorhinolaryngology, Georgetown University School of Medicine. 

Dr. Charles P. Cake, Washington, was recently elected President, 
Metropolitan Washington Tuberculosis Conference. 

Dr. David Strand Johnsen and Miss Claudia Stone, both of Wash- 
ington, were married recently. 


GEORGIA 


The Georgia Society of Ophthalmology and Otolaryngology will hold 
its annual meeting in Savannah, General Oglethorpe Hotel, March 3+. 
Dr. Braswell E. Collins, Waycross, is Secretary and Treasurer. _ 

Medical Association of Georgia will hold its next annual meeting 
in Macon, April 18-21. 

The Clay Memorial Eye Clinic and the Emory University School 
of Medicine through the William L. Crawley Fund have established 
an Eye Bank at the Grady Memorial Hospital, Atlanta, which wil 
be used to collect and dispense eyes for use in corneal transplantation. 
This facility is available without charge to any cooperating hospital 
and ophthalmologists throughout the Southeast. For details, hospitals 
and ophthalmologists may write to Eye Bank, Clay Memorial Eye 
Clinic, 72 Armstrong Street, S.E., Atlanta 3, Georgia. 

Emory University School of Medicine, Atlanta has appointed Dr. 
F. Phinizy Calhoun, Jr., Professor and Chairman, Department of 
Ophthalmology; and Dr. Alton V. Hallum, Professor of Clinica 
Ophthalmology. 

A conference sponsored by Georgia, South Carolina, Tennessee, 
Alabama, Florida and Mississippi, was held in Atlanta recently % 
discuss the problems which confront new hospitals. “ 

Dr. J. Mason Baird, Atlanta, has associated with him Dr. W. 
Granville Tabb, Jr., in the practice of ophthalmology. eS 

Dr. Sanford E. Ayers, Atlanta, announces the opening of his office 
for the practice of medicine. J 

Dr. Andrew C. Austin, Atlanta, has opened offices for the practice 
of pediatrics. 

Dr. David A. Davis, formerly connected with the Oschner Clinic, 
New Orleans, Louisiana, has been appointed to the faculty of the 
University of Georgia School of Medicine, Augusta, Georgia. 

Dr. James B. Craig, Savannah, has been appointed Director of the 
Mental Health Clinic of the Community Guidance Center. 
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effective control 
of local 
oropharyngeal 
infections 


In order to determine the extent to which White’s 
Sulfathiazole Gum would reduce the incidence of 
upper respiratory infections, it was administered to 
199 medical students in a dosage of one to three 
tablets daily over an eight month period of time*: 


The incidence of primary pharyngitis (usually 
aa ns streptococcic in origin) in the treated group was 
Summary of F indings: less than half that in the controls. A less marked, 
but measurable decrease was also observed in the 
incidence of colds and secondary pharyngitis. 


“An extremely high concentration of the drug was 
obtained locally, but in no single instance was a re- 
action reported, either of a local or a general char- 

A Safe Procedure: acter . . . it is worthy of note that the mouths of 
over 100 persons were exposed to the drug in con- 
centrated form daily for eight months, with no un- 
toward effects.” 


Economical: The dosage in these experiments was just one to 
three tablets daily. 


Sulfathiazole 


G SAFE, TOPICAL 
um CHEMOTHERAPY 
*Neiman, I. S.: Prophylactic Value of 


Sulfathiazole, Archives of Otolaryn. Supplied in packages of 24 tablets—3% rs. 
47:158-164 (Feb.) 1948. (0.25 Gm.) per tablet—sanitaped in slip-sleeve 
prescription boxes. 


White Laboratories, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 
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Today, in many hospitals, clinics, and phy- 
sicians’ offices, more and more cases are being 
photographed. Reason—because graphic rec- 
ords in black and white or color, still or 
motion, save time and space by reducing the 
necessity for written descriptive data . . . are 
accurate, long lasting, invaluable for diag- 
nosis, teaching, research, reference. 

And making medical photographs is easy 
.. all you require is an efficient camera, reli- 
able light source, dependable film. See your 
photographic dealer for further information, 
or write to Eastman Kodak Company, Medical 
Division, Rochester 4, N. Y. 


Kodak Master View Camera 4x5 . . . To ob- 
tain “before and after” photographs such as 
those above . . . for versatility in many other 
situations... to fulfill the complete still- 


Serving medical progress through Photography and Radiography 
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Picture the patient 
... with photograph 
... after photograph 


camera requirements, Kodak Master View 
Camera 4x5 is ideal. With its multiple ad- 
justments, light weight, compactness, choice 
of lenses, this unit, even for those who de- 
sire to make lantern slides, offers the utmost 
in convenience and utility. 


At your dealer's . . . see also Kodak View Camera 2D, 
5x7; Kodak Flurolite Camera Combination, 244x3'4; 
and other cameras in the Kodak line. 


Both Kodak Vari- 
Beam Standlights 
are 2'2 feet higher 
than the camera. 
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Continued from page 180 


Dr. G. T. Crozier, Valdosta, former Health Officer for Lowndes 
Coun:y, has opened an office in the Professional Building, Valdosta. 

Dr. T. C. Davison, Atlanta, has been awarded an honorary fellow- 
ship to the International College of Surgeons. 

Dr. George W. Brown, formerly with the Chester County Hospital, 
West Chester, Pennsylvania, has joined the staff of the Strickland 
Memorial Hospital, Griffin. 

Dr. B. W. Harris has reopened his office at St. Simons Island 
after an extensive absence due to illness. 

Dr. John Siegfried Stewart is associated with Dr. George Mahlon 
Hutto, in the practice of radiology at the City Hospital, Columbus. 

Dr. E. H. Prescott, Macon, became Commissioner of Health for 
Troup County January 1. 

Dr. Seymour Paul Weinberg, Atlanta, has opened an office for the 
practice of obstetrics and gynecology. 

Toombs County Medical Society was recently reactivated and Dr. 
J. E. Mercer, Vidalia was elected President. 

Dr. Henry DeWitt Meaders, Newnan, and Miss Bebe Moor, 
Marietta, were married recently 


KENTUCKY 


Kentucky State Medical Association at its annual meeting in the 
fall installed Dr. Hugh L. Houston, Murray, President; and elected 
Dr. Sam A. Overstreet, Louisville, President-Elect; Dr. J. Leland 
Tanner, Henderson, Dr. W. Burr Atkinson, Lebanon, and Dr. Richard 
J. Rust, Newport, Vice-Presidents; and reelected Dr. Bruce Under- 
wood, Louisville, Secretary. 

Dr. John Walker Moore, Louisville, was presented the State 
Association’s Distinguished Service Award at its annual meeting which 
characterizes the contribution that Dr. Moore has made to the 
University of Louisville School of Medicine and to the medical 
profession. He retired as Dean of the School last July. 

Dr. A. M. Lyon, Frankfort, Commissioner of Welfare of the Com- 
monwealth of Kentucky, at the state meeting was presented the 
E. M. Howard medal award which is given annually for meritorious 
professional and public service. 

Dr. John M. Clayton, Louisville, was selected by the House of 
Delegates of the State Association to receive the J. Watts Stovall 
Award as the outstanding general practitioner of the year. 

Kentucky Society of Pathologists at a meeting held December 10, 
elected Dr. Harry M. Weeter, President: Dr. Malcolm L. Barnes, 
Secretary, and Dr. A. J. Miller, Curator, reelected, all of Louisville. 
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Dr. Samuel J. Anderson, a graduate of the University of Louis. 
ville School of Medicine, Louisville, and an instructor in Psychi 
there, is now a full-time physician at the University. This is the firs 
time the University has had a medical consultant. 

St. Joseph Infirmary, Louisville, has elected to its staff Dr. 0. 9 
Miller, President; Dr. Charles Edelen, Vice-President; and Dr. Henry 
Asman, Treasurer. 

Dr. Chauncey W. Dowden, Sr., and Dr. David S. Traub, Louis. 
ville, announce their association and the merging of their offices fo; 
the practice of internal medicine in the Fincastle Building. 

Dr. William Floyd Adams has opened his office for the practice 
of ophthalmology in the First National Bank Building, Lexington. 

Dr. Ralph Gullett, a University of Kentucky graduate, will be 
associated with the West Liberty Hospital, West Liberty. 

Dr. Maurice Hall, a former intern at Charity Hospital, New Orleans 
Louisiana, has joined the staff of the Paintsville Hospital. ‘ 
Dr. Paul M. Hulett, has moved from Paintsville to Livermore. 

University of Louisville School of Medicine’s recent faculty appoint. 
ments are: Dr. Helen C. Winsor, Newington, Connecticut, Associate 
in Anesthesiology; Dr. Robert J. Seebold, Instructor in Medicine: 
Dr. Frank M. Gaines, Part-time Associate in Psychiatry; and pro- 
motions: Dr. John Lyford III, Assistant Professor of Orthopedic 
Surgery; Dr. Milton I. Schwalbe, Assistant Professor of Urology; Dr. 
Maurice Nataro, Associate in Medicine; Dr. W. Reeve Hansen, In- 
structor in Medicine; Dr. Edmend H. Niesen, Jr., Instructor jn 
Medicine; and Dr. Melvin Shein, Instructor in Pathology. 


LOUISIANA 


Dr. Frederick A. Johansen, Medical Director, National Leprosariym, 
Carville, recently celebrated his twenty-fifth anniversary at that 
institution when a reception was given in his honor. The Leprosarium 
is a Marine Hospital under the United States Public Health Service. 

Dr. William B. Clark, Professor of Ophthalmology, and Chairman 
of the Department of Ophthalmology, Tulane University and the 
Division of Graduate Medicine, New Orleans, announces that a con- 
tinuation ‘Course in Ophthalmology will be held by the Department 
March 13-March 18. For further information write Dr. Clark, 211 
Loyola Avenue, New Orleans 12. 

Tulane University of Louisiana School of Medicine, New Orleans, 
has appointed on its faculty Dr. John P. Fox, Former Acting 
Director, Ohio County Health Department (Tennessee), Professor of 
Epidemiology; Di. Kathleen Young, Rockland State Hospital, Orange- 
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in psychosomatic 
and 
menopausal cases 


Bellergal® gives excellent results in relieving the functional disturb- 


Originality * Elegance * Perfection 


ances of anxiety states, and in gastric and cardiovascular neuroses. 
For treatment of that part of the psychosomatic disorder which in- 
volves dysfunction of both the autonomic and central nervous systems, 
BELLERGAL contains the most effective combination of drugs. 
ONLY BELLERGAL PROVIDES ALL THREE 
1. Sympathetic inhibition with ergotamine tartrate. 
2. Parasympathetic inhibition with Bellafoline. 
3. Central sedation with phenobarbital. 


Bellergal & 


SANDOZ PHARMACEUTICALS 
Division of Sandoz Chemical Works, Inc. 
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For the asthmatic or cardiac patient, AMINET Suppositories present definite 
advantages over ordinary aminophylline suppositories: 


The unique Bischoff base* (without cocoa butter) prevents inactivation 
of the active ingredients and favors more rapid absorption. 
Potency is protected and stability is assured. 


MINET Suppositories 


are always therapeutically fresh and melt at body temperature. 


The combination of aminophylline and sodium pentobarbital, readily absorbed 
by rectum, quickly relaxes the bronchi, calms the patient and allays anxiety 

and apprehension. Relief—in a matter of minutes—is prompt 

with AMINET Suppositories, and is prolonged for hours. Response 

is excellent, even in epinephrine fast patients. 


Since AMINET Suppositories are easily administered by the patient himself 

at the first indication of an impending attack, they are highly useful in 

acute bronchial asthma, as well as seasonal asthma, cardiac asthma ( paroxysmal 
nocturnal dyspnea) and Cheyne-Stokes respiration. Tolerance 

to AMINET Suppositories is greater than to aminophylline injections. 


AMINET Suppositories are available in: 


Full strength containing aminophylline 0.5 Gm. (gr. 714) and 
Sodium pentobarbital 0.1 Gm. (gr. 142) 


Half strength containing aminophylline 0.25 Gm. (gr. 334) and 
Sodium pentobarbital 0.05 Gm. (gr. 34) 


Benzocaine has been added for its anesthetic effect. 


*Patent Pending 
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Full sulfonamide dosage without any feeling of 


apprehension over renal complications. 
Maximum Therapeutic Efficacy. High initial blood levels 


are produced rapidly, and are consistently maintained on 
a dosage of 2 teaspoonfuls every 4 hours. 
Maximum Safety. The total solubility of two sulfonamides 


is significantly greater than either one alone. The 
solubility is further increased because Aldiazol-M alkalizes 


the urine, hence reduces the hazard of crystalluria. 


Greater Palatability. The pleasant taste of Aldiazol-M 
invites patient cooperation and, in juvenile patients, forestalls 


“‘medicine-time tantrums.” 
Aldiazol-M is available, on prescription, in all 
pharmacies. Write for sample and literature. 

THE S. E. MASSENGILL COMPANY 


Bristol, Tenn.-Va. 
NEW YORK e SAN FRANCISCO e KANSAS CITY 


Each teaspoonful (5 cc.) of 
Aldiazol-M provides: 


Sulfadiazine 
(microcrystalline). ..0.25 Gm. 


\ 
Sodium Citrate 
+ 


Sulfamerazine 
(microcrystalline)... 0.25 Gm. 
1.0 Gm. 
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Extensive clinical use!.?.3.4 has estab- 
lished the dependable effectiveness of 
MANDELAMINE* against organisms com- 
monly found in urinary-tract infec- 
tions. This fact simplifies treatment, as 
the administration of MANDELAMINE can be 
started without awaiting laboratory 
reports on the organisms involved. 


MANDELAMINE is exceptionally well toler- 
ated. Its use is not attended by the 
danger of crystalluria, and gastric up- 
set or other distressing side-effects 
are rarely observed. Bacteria seldom, 
if ever, develop resistance to this drug 
as they sometimes do to other chemo- 
therapeutic agents and antibiotics. 
Dietary or fluid regulation is not re- 
quired. No supplementary acidifica- 
tion is necessary except where urea- 
splitting organisms occur. 


MANDELAMINE is indicated in the manage- 
ment of pyelitis, nephroptosis with 
pyelitis, cystitis, prostatitis, nonspeci- 


REG. U.S. PAT. OFF. 


a wide antibacterial range 
in urinary-tract infections 


4 
~ 


fic urethritis, and infections associated 
with urinary calculi or neurogenic 
bladder; pre- and postoperatve pro- 
phylaxis in urologic surgery. 


MANDELAMINE is supplied in bottles of 120, 
500, and 1,000 enteric-coated tablets. 
It is available through all prescription 
pharmacies. 


Complete literature and samples to 
physicians on request. 


1. Butt, A. J.: J. Florida M. A. 35: 430 (1949). 
2. Carroll, G., and Allen, H. N.: J. Urol. 55: 
674 (1946). 3. Kirwin, T. J., and Bridges, J. P.: 
Am. J. Surg. 52: 477 (1941). 4. Scudi, J. V., 
and Duca, C. J.: J. Urol. 61: 459 (1949). 


*MANDELAMINE is the registered trademark 
of Nepera Chemical Co., Inc., for its brand of 
methenamine mandelate. 


NEPERA CHEMICAL CO., INC. 


NEPERA PARK... YONKERS 2, N. Y. 


BRAND OF 
METHENAMINE 
MANDELATE 
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burg, New York, Assistant Professor of Clinical Psychiatry; ) 
Henry E. King, Senior Research Scientist, New York State Brain 
Research Project, Assistant Professor of Psychiatry and Research 


Psychology. 
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Louisiana State University School of Medicine, New Orleans, 


promoted the 
chemistry: Dr. 
Department of 


Department of 


O. Weilbaecher, 
Assistant Professor, 


following staff 


Clinical Assistant Professors in the Department of Medicine. 


Doctors Hospital, Baltimore, has announced a course of lectures 
in obstetrics for the general practitioner in memory of Dr. M. : 
late Director of Maternal Hygiene, Baltimore City 
Health Department. The series of thirteen lectures at weekly i 


ander Novey, 


MARYLAND 


tervals began January 11 and extend through April 5. 


Dr. Thomas 


cology, Johns Hopkins University, 


S. Cullen, Baltimore, Professor Emeritus of Gyne- 
Baltimore, and a former member 


and Dr. 


members in the Department of Bio- 
Fred G. Brazda to full Professor and head of the 
Biochemistry, Dr. Roland A. Coulson to Associate 
Professor, and Dr. Thomas Hernandez to Assistant Professor of the 
Biochemistry. Dr. Louis A. Monte, Dr. Walton R. 
Aken, head, Dr. John H. Seabury, Dr. Oscar Blitz and Dr. Joseph 
Jr., Clinical Professors, Dr. Harry E. Dascomb, 
and Dr. Homer J. Dupuy and Dr. Carl H. Rabin, 
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of the Board of Trustees, American Medical Association, recently 
celebrated his eighty-first birtiday. The State Board of Health of 
Maryland pzssed the following resolution on the occasion: “This 
Board notes with pleasure the fact that its dean and mentor, Dr, 
Thomas S. Cullen, will celebrate on November 20, 1940, his eighty- 
first birthday. So long a period of distinguished service to his pro. 
fession and to the peopie of Maryland is a privilege which few men 
enjoy. We honor him for it. As a Board we are proud and happy to 
have enjoyed association with him and to have observed his humor, 
his unending kindness, his intelligence and his unshaken integrity, 
We wish him many more years of useful and satisfying membership 
on this Board.” 


MIssISsSIPPI 


Northeast Mississippi Hospital, Booneville, which opened on De 
cember 1 is the first in Mississippi to be built under the Hill- 
Burton bill. The hospital is constructed for 100 beds, 50 having 
been finished. 

Dr. William Henry Mosby, another young rural physician as a 
result of the State medical education loan program, has entered 
practice at Collins. He is the son of Dr. and Mrs. C. P. Mosby 
of Meridian. Covington County, in which Collins is located, shows a 
ratio of one physician for every 3,406 persons in the county. 


Continued on page 60 


tablets 
ampuls 
powder 
suppositories 


dubin 


aminophyllin 


(theophylline-ethylenediamine) 


high theophylline content, ready solubility 
for rapid therapeutic effects in: 


Bronchial Asthma 
Paroxysmal Dyspnea 
Cheyne-Stokes Respiration 


H. E. DUBIN LABORATORIES, Inc. 250 €. 43rd st., New York 17, N.Y. 


DOHO CHEMICAL CORP. 


THE INDICATION DICTATES THE CHOICE OF MEDICATION 


ol (Doho) | by exclusive process 
gravity and is virtually free 


IN ACUTE OTITIS MEDIA 
REMOVAL OF IMPACTED CERUMEN 


AS AN ADJUNCT TO SYSTEMIC ANTI- 
INFECTIVE THERAPY, AS PENICILLIN, ETC. 


CONTAGIOUS DISEASE EAR INVOLVEMENTS | 
USE 


. . because its potent decongestant, dehydrating and 
Igesic action provides quick, efficient relief of pain 
ond inflammation in any intact drum involvement. 


FORMULA: 

Glycerol (DOHO)... GRAMS 

(Highest obtainable spec. 9 ‘rev. ) 

Antipyrine ... .. 0.81 GRAMS 
0.21 GRAMS 


has the highest obtainable specific 
of water, alcohol and acids 


IN CHRONIC SUPPURATIVE 
OTITIS MEDIA, FURUNCULOSIS 
AND AURAL DERMATOMYCOSIS 


USE Q.T0S-MO-SAN 


++-@ potent chemical combination (not 
@ mere mixture), combining Sulfathiazole 
and Urea in AURALGAN Glycerol (DOHO) 
Base—becouse it exerts powerful solvent ection 
on protein matter, liquefies and dissol t) 
granulation tissue, cleanses and deodorizes, and 
tends to exhilarate normal tissue healing in the effec- 
tive control of chronic suppurative otitis media. 


FORMULA: 

Urea 2.0 GRAMS 
Sulfathiazole 1.6 GRAMS 
Glycerol (DOHO) Base. - 16.4 GRAMS 


Literature and samples sent to physicians on request. 


Makers of AURALGAN and 0-TOS-MO-SAN NEW YORK 13 
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cold combatant 


Caubren Compound is remarkably effective against the common cold 
because it is a carefully designed cold combatant. It is more than a 
good antihistaminic. It is an antihistaminic PLUS... because in addition 
to Chlorothen Citrate (25 mg.), antihistaminic of low toxicity, it con- 
tains acetophenetidin (320 mg.) and caffeine (32 mg.), analgetic and 
antipyretic synergists. The caffeine also counteracts drowsiness occa- 
sionally encountered in some patients even with so mild an antihista- 
minic as Chlorothen Citrate. 
A most recent report (Industrial Medicine And Surgery, December 
1949)' on a controlled clinical trial of Caubren Compound states: 
“In 92 persons observed for an adequate period of time who were 
treated with a compound antihistaminic analgesic preparation,* the 
average duration of colds was 2.7 days as compared with an average 
duration of 5.3 in 74 treated with aspirin.” 
“Nineteen of the persons receiving the compound* had no evidences 
of the infection after 24 hours.” 
“The compound* may be administered with safety within the dosage 
levels prescribed because of the low incidence of toxic effects.” 
“This compound* is an effective agent in the therapy of the common 
cold, aborting the infection when administered early, abating the 
symptoms and shortening the duration when administered later.” 
*Caubren Compound: Available only on your prescription in bottles of 20 
and 100 tablets. 
1. Phillips, W. F. P., and Fishbein, W. |: Indust. Med. & Surg. 18:526 (Dec.) 1949 
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PERITONITIS: what’s the risk? 


Careful enteric surgical technics have lowered the risk 
of peritonitis greatly ; preoperative administration of 
SULFASUXIDINE reduces it even further, and postoperative 
use of this highly efficient bacteriostat 
speeds and simplifies convalescence, 
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Description: Relatively nontoxic; only 5% absorbed 
into blood; rapidly excreted by kidneys. Maintains high 
bacteriostatic concentration in bowel. 


Indications: (1) Before enteric surgery, to minimize risk 
of peritonitis; afterward, to speed and simplify recovery. 
(2) Ulcerative colitis. (3) Bacillary dysentery, acute or 
chronic, including carrier state. (4) Combats urinary 

tract infection due to E. coli, by lowering enteric bacterial 
reservoir. 


Dosage: Initial, 0.25 Gm./kilogram; maintenance, 0.25 Gm. 
kilogram/day, 6 doses, 4-hour intervals. Supplied in 
0.5-Gm. tablets, bottles of 100, 500, 1,000, 

and (oral) powder, 14 and 1-Ib. bottles. 

Sharp & Dohme, Philadelphia 1, Pa. 


Sulfasuxidine. 


succinylsulfathiazole 
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drop 


SUPPLIED 
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-cilli n —a truly palatable liquid for drop-dosage 


to infants and small children—administered direct from the 
dropper or added to the first ounce or two of formula or 
other liquid—no tablets to crush, in suitable cases no 
unwanted injections— 


50,000 UNITS* IN ONE DROPPERFUL 


=> ‘dram-cillin —for children and adults—the pleasant 


palatability which assures round-the-clock dosage—high 
potency in convenient dosage: 


100,000 UNITS* IN A TEASPOONFUL 


DROP-CILLIN—Supplied in 9 cc. ‘‘drop-dosage” bottles 
containing 600,000 units of penicillin. Solution is pink in 
color. Accompanying calibrated dropper (filled to mark) 
delivers approximately 20 drops (0.75 cc.) containing 50,000 
units of penicillin.* 


DRAM-CILLIN—in 60 cc. “teaspoonful-dosage” bottles 
containing 1,200,000 units of penicillin. Solution is ruby- 
red in color. Each teaspoonful (approximately 5 cc.) pro- 
vides 100,000 units of penicillin.* 


*(buffered penicillin G potassium) 


Supplied to the pharmacist as a dry white crystalline powder. Dispensed 
freshly prepared, these delicious vanilla-flavored solutions will retain full 
stated penicillin potency for seven days when refrigerated. 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7, New Jersey 


in Foods 


There IS 


sy 


anea 


A few turns of the 
handle quickly purees 
cooked vegetables and 
fruits fine enough for in- 
fant foods and adult smooth 
diets. Strains and separates all 
skins, seeds, fibres. Handy one 
quart Baby Size Foley Food Mill 
$1.69. Two quart Household Size 
$1.98. Sold at Department and 
Hardware Stores. 


Professional offer to Doctors 
1 only (either size), $1.25 postpaid 
*Trade Mark Reg. U. S. Pat. Off. 


with a 
Baby Size 


PROFESSIONAL OFFER 


FOLEY MFG. CO. 
3317-2 N. E. Sth Street, Minneapolis 18, Minnesota 

As per Professional Offer to Doctors only, | enclose $1.25 
for | Foley Food Mill. y 

Baby Size 

©) Household Size 


Doctor. 
Address. 
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A complete line for clinical laboratories de- 
voted to all branches of chemistry, bacteri- 


ology, gy, and p gy. Tested 
and checked in our own clinical laboratories. 
Purity war d. Our faciliti 


assure prompt 
shipment of large or small orders. Inquiries 
invited. 

Reagents catalogued alphabet. 
according > sub- Reng’ ico, 
jects and techniques, plus med- "ence 
ical reference guide. Catalog Cviery 

ing sera includi ti-Rh, ¢ 

agents for Wassermann, Kline, etd 
and Kahn tests. Write for your ime 


copy. FREE ON REQU 


LABORATORIES 
BL HH. Gradwohl, M. D.,Director 
3514 Lucas Av. St. Louis, Mo. 
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Dr. Lloyd B. Andrew, Chief of Professional Services, Veterans 
Administration Hospital, Jackson, has been named Manager and 
Chief of Professional Services of the Big Spring, Texas, Veterans 
Administration Hospital. 

Physicians appointed by the President of the Mississippi State 
Medical Association, Dr. B. B. O’Mara, to represent the state 
organization as the Four-Year Medical School Committee are: Dr. 
B. S. Guyton, Dr. Frank Acree, Dr. E. R. Nobles, Dr. Gus Street 
Dr. W. H. Anderson, and Dr. Henry Boswell. Dr. Felix J. Underwood 
and Dr. O’Mara are ex-officio members. 


MISSOURI 


American Academy of General Practice will meet in St. Louis, 
February 20-23. 

Dr. John Zahorsky, Steelville, Professor Emeritus of Pediatrics, 
St. Louis University School of Medicine, was granted an emeritus 
fellowship by the American Academy of Pediatrics at a recent meet- 
ing of the Academy held in San Francisco. Dr. Zahorsky was as- 
sociated with the University from 1912 until his retirement in 1948, 

Dr. Albert N. Lemoine, Jr., Kansas City, has been elected Presj- 
dent, Kansas City Association for the Blind. 

Dr. Sherwood Moore, St. Louis, was elected Vice-President, American 
Cancer Society at its last annual meeting held in New York City, 

Dr. Franklin H. Albrecht, a member of the faculty of St. Louis 
University School of Medicine, St. Louis, for 33 years and Chairman 
of the Department of Orthopedic Surgery, has been appointed Associate 
Professor Emeritus and will retire as Chairman of the Department. 

Dr. Sidney Smith, Assistant Attending Surgeon, Cook County Hos- 
pital, Chicago, since 1947, has been appointed Assistant Professor 
of Surgery, St. Louis University School of Medicine, St. Louis. 


NORTH CAROLINA 


Bowman Gray School of Medicine of Wake Forest College, Winston- 
Salem, has announced the following promotions on its staff: Dr. 
R. Winston Roberts, Jr., Assistant Professor of Surgery in charge of 
ophthalmology; Dr. Marjorie A. Swanson, Assistant Professor of Bio- 
chemistry; and Dr. Dorothy M. Tuttle has been named Assistant 
Professor of Microbiology and Immunology. Dr. Alfred W. Richardson, 
Simpson, Illinois, has been appointed Instructor in Physiology and 
Pharmacology; Dr. Benjamin J. Lawrence, Jr., Raleigh, and Dr. Creed 
Flannary McFall, Jr., West Hazelton, Pennsylvania, Associates in 
Physiology; and Dr. Thomas W. Simpson, Columbia, South Carolina, 
Instructor in Preventive Medicine. 

Dr. Richard H. Ames has opened offices in Greensboro for the 
practice of neurologic surgery. 

Dr. Joseph M. Hester has opened offices in Statesville for the 
practice of internal medicine and allergy. 

Dr. Paul W. Sanger, Charlotte, has announced he will limit his 
practice to thoracic and cardiovascular surgery. 

Dr. Banks R. Cates has opened offices in Charlotte, practice 
limited to internal medicine. 

Dr. Walter R. Graham has opened offices in Charlotte, practice 
limited to diseases of the eye. 

Dr. J. D. Larson, Jr., has moved from Laurinburg to Rowland where 
he will be associated with Dr. George Creed in the practice of 
medicine. 

Dr. L. E. Nesmith, McColl and Lake City, has opened an office 
for medical practice in Laurinburg. 


OKLAHOMA 


Dr. David W. Griffin, Norman, has completed fifty years as 
Superintendent of Central State Hospital and he will fetire when 
the state’s mental health board finds a man to replace him. For his 
contributions to the care of the mentally ill, he has been made a 
member of the Oklahoma Hall of Fame. 


SOUTH CAROLINA 


Dr. W. Thomas Brockman, Greenville, has been appointed 4 
member of the Council of the Southern Medical Association from 
South Carolina for a regular Council term of five years beginning 
at the close of the annual meeting in St. Louis, Missouri, in 
November, the appointment having been announced recently by the 
President-Elect, Dr. Curtice Rosser, Dallas, Texas. Dr. Brockman 
succeeds Dr. W. L. Pressly, Due West, whose term will expire with 
the close of the St. Louis meeting in November, and who, having 
served the constitutional limit, is not eligible for reappointment. 

South Carolina Chapter of the American Academy of General 
Practice held its first annual assembly at Columbia in the fall and 
elected Di. H. F. Hall, President; Dr. F. C. Owens, Vice-President: 
Dr. H. W. Mead, Secretary-Treasurer. The next annual meeting will 
be held in Columbia next year; the next business session will 
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Smith, Kline & French Laboratories, Philadelphia 


To stimulate appetite, to restore vigor and 
general tone, Eskay’s NeuRO PHosPHATES and 
Eskay’s THERANATES are two of the most useful 
preparations you have. These tonics are pre- 
scribed so widely because they work so well. 


Eskay’s Neuro Phosphates 


a palatable and effective tonic 


Each adult dose, 2 fluid drams (2 teaspoonfuls), contains: 


Strychnine glycerophosphate, anhydrous . . . . . 1/64 grain 
Sodium glycerophosphate. . . ......... 2 grains 


Available in 12 fl. oz. bottles 


Eskay’s Theranates 


the formula of famous Neuro Phosphates 
plus Vitamin Bi (0.75 mg. each adult dose) Available in 12 f1. oz. bottle: 
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February 1959 


ANNOUNCING 


POSTGRADUATE ASSEMBLY IN 
ENDOCRINOLOGY 


INCLUDING DIABETES 


Sponsored by 


THE ASSOCIATION FOR THE STUDY 
OF INTERNAL SECRETIONS 


and 


THE AMERICAN DIABETES ASSOCIATION 


Miami Beach, Florida 


The faculty will consist of prominent re- 
searchers and clinicians in the field of en- 
docrinology and metabolic disorders, gathered 
from the United States and Canada. 


The course will be a practical one of interest 
and value to the specialist and those in general 
practice. The program will consist of lectures, 
clinics and demonstrations. Ample time will 
be given to questions and answers at the end 
of each session, and registrants are encouraged 
to contact members of the faculty for indi- 
vidual discussions. 


The Roney Plaza, one of Miami Beach’s 
most delightful hotels, offers special conven- 
tion rates to members of this assembly. This 
is an unusual opportunity for you and your 
family to enjoy a pleasant vacation and for 
you to participate in a highly instructive pro- 
gram of the latest advances in endocrinology 
and metabolism. 


A fee of $75 will be charged for the entire 
course and the attendance will be limited to 
100. REGISTRATION WILL BE IN THE 


Roney Plaza Hotel 


e ORDER OF CHECKS RECEIVED AND 
WILL CLOSE ON MARCH 3, 1950. Should 
there be an insufficient number of applicants 
to fill the course, the registration fee will be 
refunded immediately in its full amount. 


Application for approval of this course has 
been made to the Veterans Administration. 
Veterans should make formal application to 
their local agencies on the appropriate form 
(1905e or 1950) as furnished by the V.A. 


Please forward application on your letter- 
head together with check payable to The 
Association for the Study of Internal Secre- 
tions, to Henry H. Turner, M.D., Secretary- 
Treasurer, 1200 North Walker Street, Okla- 
homa City 3, Oklahoma, before March 3. 
1950. Further information and program will 
be furnished upon request. 


Hotel reservations should be made directly 
with the Roney Plaza Hotel, Miami Beach, 
Florida, and the hotel advised that you are 
attending this Postgraduate Assembly. 


April 3-8, 1950 
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@ 1 In 97% of chronic ulcerative colitis patients, 
evidence of the disease may be seen through the proctoscope.* 


© 2 The field disclosed through the proctosigmoidoscope 
is the mucosa of the lower bowel. 


© 3 The field of Nisulfazole is the lower bowel. The 
Less Tax Suspension is placed in the rectum and sigmoid to act 


against the infection and inflammation. 
on 


. These three facts account for the all-out satisfaction 
Time, of patients with Nisulfazole, which, to the physician, is but a 
e art of his multiple approach to the therapy of chronic 

Patience 


ulcerative colitis. 


and Ingenuity A narrowly specialized sulfonamide, Nisulfazole acts 
locally; does not appreciably enter the blood stream. 


The physician’s time, patience, and ingenuity are less 
taxed by unruly ulcerative colitis when he prescribes 


* ® 
Nisulfazole’ 
10% Suspension 
(Brand of PARANITROSULFATHIAZOLE) 
in bottles of 296 cc (10 fl. oz:) 


— 


wie y 


George A. Breon &. 


KANSAS CITY, MISSOURI 


RENSSELAER, N. 
ATLANTA 
SAN FRANCISCO 


1. Ricketts, W. E. and Palmer, W. L.; Gastroenterology 7:55, 1946, 
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Keleket s 
purchase 
FULL 
new, high 
X-ray eq 
100 MA 

GRC 


Start out 
future dé 
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THROU 
RETAID 
TABLE 


FU’ 
This me 


Here is how the 
Keleket Add-A-Unit 
Combinations Work 


Choose the combination 
to suit your practice! 


You purchase the new standard (not a reduced) 
size Keleket Tilt Table and Tubestand. Then add 
either 15, 30 or 100 MA tube and generating 
equipment. You can advance from 15 to 30 and 
to 100 MA but still retain the original table and 
tubestand. As a result. this investment is never 
lost when you step up to higher power tubes and 
generating equipment. 


Illustration above shows 100 MA Combination with the ba 
table and Floor-To-Ceiling tubestand. This combination i 
cludes the famous Keleket Multicron Generator. 


Illustration below shows 30 MA combination with tx 
same basic table and Floor-To-Ceiling  tubestané 
This combination includes the 30 MA self-containe 
tubehead and precision control. 
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ewAhdd-a-Unit Combinations 
THX-RAY EQUIPMENT 


or 


_,.. for FULL RANGE Fluoroscopy and Radiography 


Keleket scores again, with a new approach to the use and in equipment—new table and tubestand costs as you step 
purchase of X-ray equipment. Keleket has developed a up your tube capacity and. power. 
FULL SIZE Standard Tilting Table with a completely 
new, highly flexible floor to ceiling tubestand. This basic 
X+ay equipment is equally adaptable for either 1}, 30 or 
100 MA tube and generating units. 


In addition, your original investment is never lost— 
Keleket offers you generous allowance values on the 
equipment you interchange. 


GROWS WITH YOUR REQUIREMENTS FACILITIES 
Start out with the simplest 15 MA tubehead: then at a 
N —F. : Any of these combinations will fully meet your current 


radiography in horizontal and trendelenburg positions, 
vertical and horizontal fluoroscopy. The tubestand, for 
example, is so flexible that you can swing the tubehead 


unit, As a result, your Keleket equipment grows with 
sour requirements. 


THROUGHOUT ALL INTERCHANGES YOU away from the table and radiograph stretcher cases on 
RETAIN THE SAME KELEKET “ADAP”- the opposite side. And if you want a bucky diaphragm, 
TABLE AND TUBESTAND. even the lowest cost unit, at $1641.00, is equipped to 
vais , accommodate one. Write us or have our representative 
FUTURE COSTS SAVED call to give you complete information on this newest 
This means you eliminate one of the biggest cost factors development in low-cost, flexible X-ray equipment. 


Telephone or Write for Complete Details. 


Complete Displa 
Nashville Surgical Supply Company isin 


Doctors’ Building Store 
401 Church Street @ Nashville 3, Tennessee > : 
Telephone 5-4367 708 Church St. Nashville, Tenn. 


For only $1641.00 you get a 
15 MA Standard Size X-Ray 
Combination. 


A new approach 


h the bas 
= Illustration below shows same basic table and tube- to use and 
stand with a new self-contained 15 MA tubehead 
and control. This full size unit costs as little as purchase of 
ee $1641.00. Or with non-tilt table, $1366.00. 
f-containe! 


X-Ray equipment. 


“a 
7 
SENEROY. VALUgs 
YOur ORIGINa, INVESTM NEVEp LOsr 
Yes, With ™inimun, Cost You Can 
4 first time With the New Kelekes Flex. 
Basin Tilt Table. Write for “OMPlet. 
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There’s no better time than right now 
to sit back and think what you will see 
in your family’s eyes a few years from now. 


Whether they glow with happiness or 
turn aside with disappointment depends, 
to a very large extent, upon what you 
do now. 


So plan now for that home you plan to 
buy eventually . . . set aside money now 
for his college education ... plan now 
for the day you can retire. 


Decide now to put part of your salary 
week after week, year after year in U.S. 


How will they bek to YOU a, four now'% 


Your wife’s eyes: What will you 
read in hers when she asks whether 
you can afford that modest cottage 
that’s for sale? 


Your boy’s eyes: What will you 
see in his eyes the day he asks 
whether you can afford to send 
him to college? 


Your own eyes: What will the 
mirror tell you about them when 
it’s time to retire, and take things 


easier? 


Savings Bonds, so that you will have the 
money for the important things you and 
your family want. 


Insure your future by signing up on 
the Payroll Savings Plan where you work, 
or the Bond-A-Month Plan where you 
have a checking account. 


Chances are you won’t miss the money 
now, but you certainly will a few short 
years from now if you haven’t got it!! 


P. S$. Remember, too, that every $3 you 
invest now in U.S. Savings Bonds returns 
$4 to you in just ten short years. 


Automitic ity Sunt, sawing — US.SANINGS BONDS 


© Contributed by this magazine in co-operation with the Magazine 


Publishers of America as a public service. 
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foffice x-ray unit...at a 


@ it's simple, sure, easy to operate 


@ you change easily from radiography 
to fluoroscopy vertical or horizontal o . ane 

@ it's low-priced at °1495. ys. O% ah Pike 300 Fourth Avenue 


New York 10, N. Y. 
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THE OPHTHALMOLOGICAL 
STUDY COUNCIL 
LANCASTER COURSES IN 
OPHTHALMOLOGY 
Westbrook Junior College, Portland, Maine 
June 24 to September 9, 1950 


Number limited so that more individual attention 
can be given in the Laboratory courses. 


SUBJECTS INCLUDED 


Anatomy Pharmacology 
Histology Neuro-Ophthalmology 
Embryology Motor and Sensory 
Heredity Refraction 

Pathology Slit Lamp 
Bacteriology Perimetry 

Optics Surgical Principles 
Physiological Optics Glaucoma 

Visual Physiology General Diseases & 
Bio-Chemistry Ophthalmoscopy 


Fee: $300. Veterans’ Tuition Paid by 
Veterans Administration 


Adequate living quarters on the college campus 
For further information write 
Ophthalmological Study Council 
Boston 14, Massachusetts 243 Charles Street 


(The Course for Orthoptic Technicians is to be repeated 
July 6, 1950. Apply to Dr. Frank D. Costenbader, 1605 22nd 
Street, N.W., Washington, D. C. Tuition $150. Board and 
Room $100. Scholarships Available.) 
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held at the time of the meeting of the South Carolina Medica} 
Association in Myrtle Beach. 

Dr. William H. Hall has opened an office in Sumter for the 
practice of pediatrics. 

Dr. James T. Hardy has opened an office in Columbia for the 
practice of internal medicine. 

Dr. C. Benton Burns has opened an office in Sumter for the practice 
of pediatrics. 

Dr. Wm. S. Brockington has opened an office in Greenwood for 
the practice of surgery. 

Dr. Chapin Hawley is associated with Dr. Thomas Pitts in the 
practice of radiology at the South Carolina Baptist Hospital, 
Columbia. 

Dr. Myron G. Sandifer, Lowrys, and Miss Constance Mary Fay, 
Somerville, were married recently. 

Dr. John Phillip Killey, Charleston, and Miss Billie Etheleen 
Bryson, Madison, Wisconsin, were married recently. 


TENNESSEE 


The Mid-South Post Graduate Medical Assembly will hold its 61st 
annual session in Memphis, Peabody Hotel, February 14-17. Dr. 
Henry B. Gotten, Memphis, is Secretary-Treasurer. 

Dr. Otis S. Warr, Memphis, has been appointed Chairman for 
the Associated Diplomates of the National Board of Medical Examiners 
for the State of Tennessee. 


TEXAS 


State Medical Association of Texas will hold its next annual meeting 
in Fort Worth, May 2-4. 

Dr. Charles R. Allen, Associate Professor of Anesthesiology, and 
Dr. William C. Levin, Associate Professor of Internal Medicine, 
University -of Texas Medical Branch, Galveston, have been appointed 
as consultants to the Medical Division, Oak Ridge Institute of 
Nuclear Studies, Oak Ridge, Tennessee. 

University of Texas Medical Branch, Galveston, recently received 
a $500 grant by the Campbell Products, Inc., to support cardiac 
research under the direction of Dr. Arthur Ruskin, Department oi 
Internal Medicine; $1,700 by the Texas Division of the American 
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EYE, EAR, NOSE AND THROAT 


A three months combined full-time refresher course consisting 
of attendance at clinics, witnessing operations, lectures, dem- 
onstration of cases and cadaver demonstrations; operative eye. 
ear, nose and throat on the cadaver; clinical and cadaver 
demonstrations in bronchoscopy, laryngeal surgery and sur- 
gery for facial palsy: refraction; radiology; pathology, bac- 
teriology and embryology; physiology; neuro-anatomy; anes- 


thesia; physical medicine; allergy; ion of p 
Senay and follow-up postoperative in the wards and 
clinics. 


OBSTETRICS and GYNECOLOGY 


A full-time course. In Obstetrics: lectures; prenatal clinics: 
witnessing normal and operative deliveries; operative ob- 
stetrics (manikin). In Gynecology: lectures; touch clinic; 
witnessing operations; examination of patients Ppreopera- 
tively; follow-up in wards postoperatively. Obstetrical and 
gynecological pathology. Anesthesia. Attendance at con- 


ferences in obstetrics and gynecology. Operative gynecology 
on the cadaver. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 


RADIOLOGY 


A comprehensive review of the physics and higher mathe- 
matics involved, film interpretation, all standard general 
roentgen diagnostic procedures, methods of application and 
doses of radiation therapy, both x-ray and radium, standard 
and special fluoroscopic procedures. A review of derma- 
tological lesions and tumors susceptible to roentgen therapy 
is given, together with methods and dosage calculation of 
treatments. Special attention is given to the newer diagnostic 
methods associated with the employment of contrast media 
such as bronchography with Lipiodol, uterosalpingography. 
visualization of cardiac chambers, perirenal insufflation and 
myelography. Discussions covering roentgen departmental 
management are also included. 


PROCTOLOGY AND 
GASTRO-ENTEROLOGY 


A combined course comprising attendance at clinics and lec- 
tures; instruction in examination, diagnosis and treatment; 
witnessing operations; ward rounds; demonstration of cases; 
pathology; radiology; anatomy; operative proctology on the 
cadaver. 
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for the smartly appointed 
office or clinic 


Featuring a spacious double cabinet con- 
struction with utility drawer for storage 
lies, this ct, 


of instruments and supp 
convenient equipment offers an ideal 
means of centralizing an office Sterile 
Supply. The unit further provides an ade- 
quote working surface for the collection 
of used instruments or preparation of | 
the sterile instrument tray. Identified as @ 
MODEL DB, a newcomer to the line of | 


American 
Small Instrument 
Sterilizers 


As with single compartment models, the 
unit is equipped with a superior “Amer- 
ican" Small Instrument Sterilizing Unit, 
exclusively featuring ‘‘Burn-out-proof” 
safety. A concealed cover-elevating mech- 
anism permits cabinet to be placed flush 
against the wall. Note the concealed 
; pedal which eliminates tripping and al- 
lows greater freedom of access for the 
operator. 


MODEL DB is available in 
White, Cream-white, Nep- 
tune green, Jade green, 
Ivory-tan and Black. Exterior. 
dimensions are 33°54” wide, 
13” deep and 35” high. 


ALSO AVAILABLE: 14” and 16” units in 
Portable and Single Cabinet models. A 
selection of beautifully finished alternate 
cabinet designs subject to availability. 


WRITE TODAY for 
complete information 


AMERICAN STERILIZER COMPANY 
Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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Each colorful, two-tone capsule pro- 
vides, in a dry, oil-free powder: 
DICALCIUM PHOSPHATE 


(Anhydrous). . 0.45 Gm i 
gra 
BONE PHOSPHATE* -0.15 Gm. (235 pore 


VITAMIN A (Ester)... 2.000 i 
VITAMIN D (Irradiated 
I) 


Ergostero 
400 U.5.P. Units 


RIBOFLAVIN 


FERROUS GLUCONATE . 45 
-45.00 mg. 
“FLUORINE CONTENT . 0.07 


No fishy taste or odor. 


SUPPLIED: Bottles of 100. Available 
through all Prescription pharmacies, 


Samples and literature on request, 


VITAMIN PRODUCTS, | 
MOUNT VERNON, 


ALKER 


IALKER’S 


RECALCIN 4 


February 1959 
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Cancer Society to support tumor conferences under direction of Dr. 
Paul Brindley, Professor of Pathology; and $3,000 from The Upjohn 
Company, $3,000 from Ciba Pharmaceutical Products and $2,500 
from Sharp and Dohme to support studies under the direction of Dr. 
Edgar J. Poth, Professor of Surgery and Director of the Surgical 
Research Laboratory. 

Dr. G. W. N. Eggers, Galveston, is the recipient of the Robert 
Danis award for surgical treatment of fractures given through the 
International Society of Surgery. 

Dr. Phil Bleakney, Harlingen, was awarded a plaque by the South 
Central Section of the American Urological Association at its recent 
meeting for an outstanding case report on histoplasmosis. 

Dr. Lee Williamson, Abilene, and Miss Mary Wyley were married 
recently. 

Dr. I. P. Sessions, Rockdale, recently celebrated his eighty-second 
birthday. 

Dr. and Mrs. P. L. Vardy, Estelline, recently celebrated their 
golden wedding anniversary. 

Dr. Ozro T. Woods, Dallas, has been named head of the Citizens 
Committee on Mental Health, a statewide group. 

Dr. Leland Gail Wilcox, Tyler, and Miss Cornelia Gilliam, 
Windsor, North Carolina, were married recently. 

Texas Urological Society has elected Dr. Hub E. Isaacks, Fort 
Worth, President; Dr. William H. Heck, San Antonio, Vice-President; 
and Dr. John M. Pace, Dallas, Secretary. 


VIRGINIA 


Dr. Waverly R. Payne, Newport News, has been appointed a 
member of the Council of the Southern Medical Association from 
Virginia for a regular Council term of five years beginning at the 
close of the annual meeting in St. Louis, Missouri, in November, the 
appointment having been announced recently by the President-Elect, 
Dr. Curtice Rosser, Dallas, Texas. Dr. Payne succeeds Dr. T. Dewey 
Davis, Richmond, whose term will expire with the close of the 
St. Louis_meeting in November, and who, having served the constitu- 
tional limit, is not eligible for reappointment. 

American Ophthalmological Society will hold its next meeting in 
Hot Springs, May 31-June 2. 

American Orthopedic Association will hold its next meeting at 
Virginia Beach in May. 

American Association of Obstetricians, Gynecologists and Abdominal 
Surgeons will be held in Hot Springs, September 7-9. 


Continued on page 72 


The Tulane University 
of Louisiana 
School of Medicine 


DIVISION GRADUATE MEDICINE 

Basic Otolaryngology, ten months, begin- 
ning each July 1st 

Basic Ophthalmology, ten months, begin- 
ning each July Ist 

Basic Science as applied to Orthopedics, 
five months, beginning each September 
lst and each February 1st. 

Tropical Medicine and Public Health leading to 

the degree of Master of Public Health and Master 


of Public Health (Tropical Medicine). Nine 
months duration beginning each September Ist. 


Short review courses covering such topics as 
Traumatic & Emergency Surgery Gynecology 


Internal Medicine Ophthalmology 
Obstetrics Psychiatry 
Otolaryngology 

For detailed information write 


DIRECTOR 


Division of Graduate Medicine 
1430 Tulane Ave. New Orleans 12, La. 
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The Gilbert-Graves SELF-RETAINING Vaginal Speculum 


Ge Se alee COMPANY * General Offices: 1831 Olive Street © St. Lovis 3, Missouri 
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Specifically d2signed to remain in place without assistance 


This new design enlists the aid of the anatomical structures about the vagina 
to insure positive retention. Basically similar in construction to the familiar 
Graves speculum, this modification differs sharply in actual use. There is a 
channel on the proximal half of the upper blade, designed to receive and 
protect the urethra and at the same time permit the upper flange to impinge 
against the symphysis pubis. The corresponding flange on the lower blade 
rests securely against the perineal structures within. Muscular contraction can- 
not tend to extrude the speculum; on the contrary, it is held more firmly in posi- 
tion by constrictive force. The physician's hands are therefore completely free; 
no istant is ded. This size is particularly suitable for married and 
parous patients. 


JD4842—Gilbert-Graves Vaginal Speculum, self-retaining, medium 
size, stainless steel, each....... 


Patent Pending 
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Dr. Lonsdale J. Roper, Richmond, was elected Vice-President of 
the Conference of State and Provincial Health Authorities of North 
America at its recent annual meeting. 

Gill Memorial Eye, Ear and Throat Hospital will hold its twenty- 
third annual Spring Congress in Roanoke, April 3-8. 

The auditorium of the Medical College of Virginia Hospital has 
been dedicated to the memory of Dr. George Ben Johnson, for many 
years the moving spirit of the College. Dr. W. T. Sanger, President 
of the College, accepted the memorial plaque which was placed in 
the lobby of the auditorium. 

Dr. Henry W. Decker, President-Elect of the Richmond Academy 
of Medicine, was named Virginia's General Practitioner of the Year 
by the House of Delegates of the Medical Society of Virginia. 

Dr. Mason Cooke Andrews is associated with Dr. C. J. Andrews 
and Dr. Richard B. Nicholls in the practice of obstetrics and 
gynecology at Norfolk. 

Dr. A. J. Crutchfield has resigned as Assistant Professor of Internal 
Medicine, University of Virginia School of Medicine, Charlottesville 
and opened his office January 1 at Winston-Salem, North Carolina, for 
the specialty of internal medicine. 

Dr. Joseph Howard Early, Jr., Hillsville, and Miss Charlotte 
Taylor Ridge, Langhorne, Pennsylvania, were married recently. 

Dr. Paul Webster Bowden and Mrs. Frances McAllister Simes, both 
of Richmond, were married recently. 


WEST VIRGINIA 


West Virginia State Medical Association will hold its 83rd annual 
meeting at White Sulphur Springs, July 27-29. 

American Gynecological Society will hold its next annual meeting 
in White Sulphur Springs, May 11-13. 

National Association of Clinic Managers will hold its annual 
meeting at White Sulphur Springs, Greenbrier, November 9-11. 

Dr. Charles E. Watkins, Oak Hill, succeeded Dr. Tom Reed, 
Charleston, as President of the West Virginia State Medical Associa- 
tion, effective January 1. Dr. Reed automatically becomes Chairman 
of the Council of the Association. 

Dr. Edward J. Van Liere, Morgantown, Dean, West Virginia Uni- 
versity School of Medicine, was a guest speaker at a World Symposium 
on High Altitude Biology in Lima, Peru. Eighteen countries were 
represented. 

Dr. C. R. Davisson, Weston, has been elected to fellowship in the 
American Academy of Ophthalmology and Otolaryngology at the 
annual meeting held in Chicago. 
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SPECIFIC THERAPY 
SPECIFIC POTENCY 


For oral anti-anemia therapy, more and 
more physicians specify “‘Valentine” liver 
products. Each 45 cc. of 


EXTRACT of LIVER 
“VALENTINE” (u.s.P.) 
represents 1 U.S.P. Oral Unit containing 
the important Cohn-Minot and Whipple 
fractions, as well as over twice M.D.R. 
riboflavin per fluidounce. In 8 fl. oz. bottles, 
For intramuscular use, specify 
‘*VALENTINE’’ 
LIVER INJECTION CRUDE U. S. P. 
1 unit per cc., 10 ce. vial 
LIVER INJECTION U. S. P. © LIVER INJECTION U. S. P. 


10 units per cc., 10 cc. viale 15 units per cc., 3 vials—1 cc. ea, 


Valentine Co., Inc. 
_ RICHMOND, VA. 
Since 1871 


February 1939 


Vol. 


4637-59 North Cicero Ave. 


The SRF-20 Mattern’s 
answer to the doctor’s desire 
for a low priced complete 
diagnostic unit in his own 
office and at the same time 
offering more features than 
are to be found in many low 


priced X-Ray units. 


@ For a Modern and Efficient X-Ray @ 
Department—Buy Mattern 


The Mattern SRF-20 is beautifully styled and ruggedly constructed with high grade materials 
to warrant many years of Trouble-Free Service for which Mattern equipment is being recognized. 
Your local Mattern Dealer is anxious to tell you more about this new unit, or write us direct. 


F. MATTERN MFG. CO. 


Chicago 30, Ill. 
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COADJUVANTS 


Recent findings emphasize the interrelationship of the factors 
required to effect the cure of many deficiency diseases. These 
factors are found to be coadjutives—reciprocally helpful and mu- 
tually aiding. 

In pellagra, for example, it has been established that nicotinic -’ VITA-FOOD 
acid, pyridoxine, folic acid, tryptophane (an amino acid), and prob- tewens veAst 
ably others, are coadjutives. 

The action of the protective vitamin supplements appears to be 
interdependent; a deficiency in one may prevent effective action 


by others. "amin toon 


To be sure of the entire B complex group of vitamins and the 
nutritionally complete proteins which yield the needed amino acids, 


VITA-FOOD Brewers’ Yeast is relied upon. 4 


VITAMIN FOOD CO. INC. 


187 Sylvan Avenue Newark 4, N. J. 


| 
| GIANT RETINOSCOPE 
| Uses some cord and 5.8 volt 
Bea sy | source as the Giant Ophthal- 
| moscope. Resistance in handl 
. reduces current for the efficient 
in P E R F 0 R M A N C E | 2.7 volt lamp. The clear glass 


reflector cuts down intensity of 

light reaching the patient's eye 
.--while allowing more light 

to reach the practitioner's eye. This 
permits reflex direct from the macula 
with minimum pupillary contraction. 
Peep-hole shadow is eliminated. 


and POPULARITY 


GIANT OPHTHALMOSCOPE 


A FAVORITE with practitioners. 5.8 volt 
lamp gives superior illumination 
of the fundus. Polaroid discs 
eliminate corneal reflexes. Yellow 
and red-free filters insure clear 
view of details. Lens power 
ranges from -30.00 D to 
+23.00 D. A single motion 


A model for Dynamic 
Retinoscopy is also available 


These valuable compan- 
icn instruments may be 
obtained individually or 
combined in a conven- 


Is adjusts from 0 to +16.00 D. ient Giant Diagnostic 
1. Set. Ask your AO Repre- 
a sentative to let you test 


the many advantages in 
your own office. 
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St. Elizabeth’s Hospital 


Richmond 20, Virginia 


STAFF 


Guy W. Horsley, M.D._.-............---.. General Surgery 
& Gynecology 
Leroy Smith, M.D... Plastic and General Surgery 


. Coleman Booker, oe General Surgery 
& 

Charles M. Nelson, M.D.......-........--..--.-.- Urology 
Douglas G. Chapman, M.D._______. Internal Medicine 
Elmer S. Robertson, M.D. Internal Medicine 
Fred M. Hodges, M.D... R genology 
L. O. Snead, M.D... Roentgenology 
Hunter B. Frischkorn, Je. Roentgenology 
Randal A. Boyer, M.D._. Roentgenology 


Howell F. Shannon, D.DS.. 


Dental Surgery 
Helen Lorraine 


_Medical Illustration 


Administration 
N. E. PATE, Business Manager 


The operating rooms and all of the front bedrooms 
are air 


School of Nursing 
The School of Nursing is tant with The Johns 


Hopkins Hospital School of Nursing for a three- 
months’ course each in Pediatrics and Obstetrics. 


Address: Director of Nursing Education 


CITY VIEW 


SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEB 


THE WALLACE SANITARIUM 
Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 
Drug Addiction and Alcoholism. 
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BLACKMAN-WALTON 


SANATORIUM 


ATLANTA, GA. 


A Medical Institution featuring com- 
plete hydrotherapy and other physical 
measures. 


THE ALCOHOL PATIENT is given — 
ized treatment and instruction. 


Cardiac, Nutritional and Arthritic cases re- 
ceived. 


25 rooms of service and comfort—hotel type. 


W. W. Blackman, M.D. 
John M. Walton, M.D. 


418 Capitol Ave., S. E., 4 blocks from the Capitol. 


way). 


THE CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 


For the Diagnosis and Treatment of Mental and Nervous Disorders 


Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment for 
electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupational and recreational therapy under 
the supervision of a trained therapist. An adequate 


1 gives attention to each patient. 


: ‘ ws 


16 SOUTHERN MEDICAL JOURNAL February 1959 


; Westbrook Sanatorium 
RICHMOND = IRGINIA 


e For the Treatment of NERVOUS and MENTAL DIS- 
4 ORDERS and Addictions to ALCOHOL and DRUGS 


STAFF: Jas. K. Hatt, Dept. for Men Paut V. Anperson, Dept. for Women 


ASSOCIATES: Ernest H. Alderman, M.D., Rex Blankinship, M.D., John R. 
Saunders, M.D., Thos, F. Coates, Jr., M.D. 


we 


Saint Albans Sanatorium 
RADFORD,VIRGINIA 


A modern, ethical institution, fully equipped for the diagnosis, care and treatment of 
nervous and mental diseases and selected addiction cases. 2,000 feet elevation. Rates 
reasonable. Occupational and Hydrotherapy Departments. 


J. P. King, M.D. J. K. Morrow, M.D. D. D. Chiles, M.D. T. E. Painter, M.D. 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 
Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


One of America’s Fine Institutions .. . 
Newdigate M. Owensby, 
M.D. 
Psychiatrist-in-Chief 


Atlanta Office, 
384 Peachtree Street 


Dr. Willis T. McCurdy, 
Attending Physician 


Dr. J. Rufus Evans, 
Attending Physician 


Elizabeth Hancock, 
Psycho-Therapist 


85 Consulting Physicians 
and Surgeons 


Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . . 
..- Ina Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 


Reservations Necessary 
BROOK HAVEN MANOR SANITARIUM 


STONE MOUNTAIN, GA. 


We do not treat acute alcoholic intoxication or narcotic addiction 
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ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 


MODERN PHYSICAL MEDICINE and REHABILITATION DEPARTMENT 


The Clinic is equipped with 100 mgm of Radium element and the latest type one 
quarter million volt constant potential X-Ray therapy equipment for the treatment 


of all forms of malignant diseases. 


APPALACHIAN HALL 
ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
all year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdoer sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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ANNOUNCING 


THE THIRTEENTH ANNUAL MEETING 


THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 


Conference Headquarters — Municipal Auditorium 
MARCH 6-9, 1950 


GUEST SPEAKERS 


Dr. Stuart C. Cullen, Iowa City 
Anesthesiology 


Dr. Francis W. Lynch, St. Paul 
Dermatology 


Dr. Moses Paulson, Baltimore 
Gastro-enterology 


Dr. Emil Novak, Baltimore 
Gynecology 


Dr. John Parks, Washington, D.C. 
Gynecology 


Dr. William Barry Wood, St. Louis 
Medicine 


Additional speaker to be announced 
Medicine 


Dr. H. Houston Merritt, New York 
Neuropsychiatry 


Dr. William J. Dieckmann, Chicago 
Obstetrics 


Dr. Parker Heath, Boston 
Ophthalmology 


Dr. Walter G. Stuck, San Antonio 
Orthopedic Surgery 

Dr. Theodore E. Walsh, St. Louis 
Otolaryngology 

Dr. William Boyd, Toronto, Canada 
Pathology 


Dr. William J. Orr, Buffalo 
Pediatrics 


Dr. John D. Camp, Rochester 
Radiology 


Dr. O. T. Clagett, Rochester 
Surgery 


Dr. Carl A. Moyer, Dallas 
Surgery 


Dr. Reed M. Nesbit, Ann Arbor 
Urology 


Lectures, symposium, clinico-pathologic conferences, round-table luncheons, 
medical motion pictures and technical exhibits 
(All-inclusive registration fee — $15.00) 


THE POST-CLINICAL TOUR TO PUERTO RICO, VIRGIN ISLANDS, 
DOMINICAN REPUBLIC, JAMAICA AND CUBA — MARCH 11-26 


For information concerning the Assembly meeting and the tour write 
Secretary, Room 105, 1430 Tulane Avenue, New Orleans 12, La. 


4 


SOUTHERN MEDICAL JOURNAL 


new water-soluble 
liquid vitamin preparations 


Poly-Vi-Sol Tri-Vi-Sol Ce-Vi-Sol 

Each 0.6 cc., the usual daily dose, Each 0.6 cc., the usual daily dose, Each 0.5 cc., the usual daily 
supplies: supplies: dose, supplies: 

Vitamin A 5000 USP units Vitamin A 5000 USP units Ascorbic Acid 50 mg 
Vitamin D 1000 USP units Vitamin D 1000 USP units 

Thiamine 1.0 mg Ascorbic Acid 50 mg 

Riboflavin 0.8 mg 

Niacinamide 5.0 mg 

Ascorbic Acid 50. 


each is administration 

Soluble in Water and other liquids Any of these preparations can be stirred 
Scientifically Formulated into infant’s formula, into fruit juice, 
Pleasing to the Taste milk or other liquid, or mixed into ce- 
Convenient to Administer real, pudding, or other solid food. They 
Ethically Marketed can be given with a spoon or dropped 
indications directly into the mouth. 


All of these preparations are INA HOW SUPPLIED 
These products are avail- 


suited for the routine supplementation 
of the diets of infants and children. They able in 15 and 50 ce. bottles, each with 
can also be administered to adults. an appropriately calibrated dropper. 


MEAD JOHNSON & CO. EVANSVILLE 21,IND..US.A. 
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The fluid sulfadiazine that 


Children—and adults who balk 
at bulky sulfadiazine tablets— 
take EsKADIAZINE willingly 
because of its delicious taste 
and pleasant consistency. 


Instead of ordinary sulfadiazine, 
EsKADIAZINE contains S.K.F.’s 
microcrystalline sulfadiazine in 

a stabilized suspension. Result: 

desired serum levels may be attained 
3 to 5 times more rapidly with 
EsKADIAZINE than with sulfadiazine in 
tablet form. Each 5 ce. (one teaspoonful) 
contains 0.5 Gm. (7.7 gr.) of 
sulfadiazine—the dosage equivalent 

of the standard sulfadiazine tablet. 


Smith, Kline & French Laboratories, Philadelphia 


the outstandingly palatable fluid sulfadiazine 


“a 
, 
tastes tter. . 
ever. 
acts faster! | 
| aster! 
; 


nine vitamins 


A Bz « B, « Nicotinic Acid Pantothenic Acid « C « D « E 


Nine vitamins — A, the B-group, C, D, E—are available in ABDEC® 
KAPSEALS® for well-rounded vitamin therapy. You will want to pre- 
scribe ABDEC KAPSEALS to overcome vitamin deficiencies quickly 
and to insure optimal intake of essential nutrients. 


DEC 


comprehensive vitamin therapy 


Dosage: For the average patient, one EACH ABDEC KAPSEAL CONTAINS 


ABDEC KAPSEAL daily; during preg- 1000 units 


nancy and lactation, two Kapseals daily. 
Vitamin B 
Three Kapseals daily are suggested in (Thiamine Hydrochloride) . . 51mg. 


febrile illnesses, for pre-operative and 

(Pyridoxine Hydrochloride). 1.5 mg. 
post-operative patients, andin other _ pantothenic Acid 

situations in which vitamin deficiencies Nicotinamide... 25 mg. 

Vitamin C (Ascorbic Acid) . . 75 

are likely to occur. Supplied in bottles of 25, 50, 100 and 250. 
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